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Dandy, W. E.: Cerebral (Ventricular) Hydrody- 
namic Test for Thrombosis of the Lateral 
Sinus. Arch. Otolaryngol., 1934, xix, 297. 


As thrombosis of the lateral or sigmoid sinuses 
may suggest an intracranial tumor or abscess, Dandy 
devised a test to help demonstrate such a lesion. 

The hydrodynamic principles of the Dandy test 
are the same as those of the Queckenstedt test, the 
only difference being that in the Dandy test the nee- 
dle is introduced into the ventricle. Compression of 
one or both jugular veins causes venous congestion of 
the cerebral veins, and this in turn produces a rise 
in the intracranial pressure which can be registered 
by a ventricular manometer as accurately as by a 
lumbar manometer. Occlusion or patency of the lateral 
sinus should therefore be disclosed as readily as by 
the Queckenstedt (Tobey-Ayer) test. 

Dandy reports the use of his test in five cases. 
The findings were checked by the Queckenstedt test 
in three cases and by autopsy in the two others. 

In conclusion Dandy says that unilateral jugular 
compression (each side tested separately) will cause 
the pressure of the ventricular fluid to rise (with rec- 
ognized exceptions) if the lateral sinus is patent, and 
the level of the fluid will promptly fall when the 
venous compression is relaxed. If a rise of the ven- 
tricular pressure does not follow jugular compression 
on one side, but follows compression on the other, 
the lateral sinus is probably occluded or absent on 
the former side. The use of this procedure instead of 
the spinal test is suggested only for cases in which a 
ventricular puncture is necessary to diagnose or 
eliminate the presence of a tumor or an abscess of the 
brain by ventriculography. 

Pau W. GREELEY, M.D. 


Stein, I., and Geschickter, C. F.: Tumors of the 
Parotid Gland. Arch. Surg., 1934, xxviii, 492. 


Tumors of the parotid gland may be benign or 
malignant. The authors review 241 parotid tumors 


HEAD AND NECK 


found in 50,000 surgical cases admitted to the Johns 
Hopkins Hospital, Baltimore. The incidence of 
these tumors was 80 per cent in white patients and 
1.19 per cent in colored patients. 

Parotid tumors are always unilateral and may oc- 
cur on either the right or the left side. In about 50 
per cent of the cases reviewed the tumor was at the 
angle of the jaw, and in 30 per cent directly over the 
parotid gland. 

Trauma and infection are not positive predispos- 
ing factors. The benign tumors occur most fre- 
quently in the third decade of life and grow slowly 
with periods of quiescence. They are not attached to 
the skin. The pain associated with them is always 
local. The malignant tumors occur most frequently 
after the age of forty-five years and grow rapidly. 
They are diffuse tumors attached to the skin and in- 
vading the surrounding tissues. In 30.9 per cent of 
the cases reviewed there was bilateral metastatic en- 
largement of the cervical lymph glands. Recurrences 
after surgery are more frequent in cases of benign 
tumors than in those of malignant tumors. 

The elements which make up the microscopic pic- 
ture of both the benign and the malignant groups of 
mixed parotid tumors are: (1) epithelial cells, (2) 
connective tissue, (3) myxomatous connective tis- 
sue, and (4) cartilage. The index of benignity of the 
tissue depends directly on the amount of stroma 
present. The greater the amount of connective tis- 
sue, the more benign the tumor. After recurrence 
the microscopic picture is changed, the epithelial 
elements predominating over the connective tissue 
and cartilage. The tumor has then become a non- 
metastasizing basal-cell carcinoma. Malignant pa- 
rotid tumors consist of epithelial elements arranged 
often in the usual adenocarcinomatous or adenocystic 
form. The fibrous elements are sparse. The adja- 
cent tissues, and often also the regional lymph nodes, 
contain the basal-cell infiltration. 

The differential diagnosis must exclude parotitis, 
salivary calculus, tumors of the jaws and antrum, 
and all forms of lymphadenopathy. 
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Of the various forms of treatment, the most de- 
sirable is complete excision of the tumor with the 
healthy tissue surrounding the capsule either with 
the cautery or by sharp dissection followed by chemi- 
cal cauterization of the tumor bed with alcohol or 
phenol. Of 83 patients with a benign or malignant 
tumor of the parotid who were treated by sharp dis- 
section of the tumor, 72 were cured. Whether the 
excision is accomplished by knife or cautery, the in- 
cidence of facial palsy is very high. In cases of mixed 
tumor, irradiation is of doubtful value, probably be- 
cause of the resistant nature of the cells and tissues 
and the difficulty of delivering heavy doses to the 
region involved. Irradiation has been more success- 
ful in carcinoma of the parotid. Statistics show that 
complete excision is the ideal treatment. In cases of 
recurrence, a preliminary course of irradiation should 
be given and followed by operation with postopera- 
tive chemical cauterization or irradiation of the tu- 
mor bed. In inoperable cases the procedure of choice 
is irradiation with the X-rays or the radium pack. 

The advisability of preserving the facial nerve 
must be determined by the surgeon at the time of 
the operation. His decision must be guided by the 
gross character of the tumor and the sex and age of 
the patient. BENJAMIN G, P, SHAFIROFF, M.D. 


Schirm, G.: Tumors of the Parotid Gland, with 
Special Regard to the Cases Observed During 
the Years from 1919 to 1931 Inclusive at the 
Surgical Clinic at Jena (Die Parotis-Tumoren. 
Unter besonderer Beruecksichtigung der im Zeit- 
raum von 1919 bis 1931 in der Chirurgischen Klinik 
zu Jena beobachteten Faelle). 1933: Jena, Disserta- 
tion. 


In the surgical clinic at Jena twenty-two cases of 
mixed tumor of the parotid gland were observed dur- 
ing the years from 1919 to 1931, inclusive. Eight of 
the tumors were malignant and fourteen were be- 
nign. In one of the cases of malignant tumor the 
neoplasm had already involved the auditory canal 
and one of its processes had reached the neck. The 
condition was inoperable and the patient died a year 
later. In another case the tumor had invaded the 
skull cavity, causing bilateral choked disk, sensory 
aphasia, and the appearance of tumor cells in the 
cerebrospinal fluid. This case also was inoperable 
and the patient died a month later. In addition there 
were three other cases in which the condition was 
inoperable when the patients entered the clinic. In 
these the treatment was limited to irradiation. 
Death occurred after one year in one case and after 
six months in another. The results in the third case 
are unknown. Three of the patients (37.5 per cent) 
were operated upon and regarded as cured. 

Of the fourteen patients with benign mixed tu- 
mors, all were operated upon. In two cases in which 
the tumor had undergone cystic degeneration post- 
operative irradiation was given. The cure has been 
maintained for several years. Among the remaining 
twelve cases recurrence was observed twice. In five 
other cases, four years have not yet elapsed since 


the operation. Therefore the possibility of recur- 
rence must yet be considered. 

In carcinoma of the parotid gland the prognosis is 
extremely poor as the patients generally come for 
operation in a stage of the disease at which cure is 
hardly to be expected even from radical operation. 
As a rule, metastasis formation is already too far 
advanced. Of ten cases, seven were in reality inop- 
erable, but only three were treated by irradiation 
alone. In six, a total enucleation, and in one a par- 
tial enucleation was done. The results in two cases 
are unknown. Five patients died within from one to 
six months after the operation; two returned four 
years later with a recurrence; and one is still free 
from recurrence after seven years. The results of 
irradiation are not satisfactory. 

The anatomical, pathological, and clinical discus- 
sion is similar to that in well-known textbooks and 
the current literature. Gertacu (Z). 


Malowitschko, E., and Pupenko, I. G.: A Case of 
Ameebic Infection of the Human Submaxillary 
Gland (Ein Fall von Amoebenansteckung der 
menschlichen Unterkieferdruese). Arch. f. Schiffs- u 
Tropen- Hyg., 1934, Xxxviii, 28. 

A man died from an cesophageal injury caused by 
a bone splinter. In the preparation of specimens for 
histological examination amoebe were discovered in 
the excretory ducts of the submaxillary glands. 
From their location the impression was gained that 
they were unable to penetrate the membrana pro- 
pria, and merely pushed the epithelial cells apart. In 
the determination of the type of amoeba the very 
small central karyosomes and other peculiarities 
ruled out all known varieties of amoeba and it was 
necessary to assume that this was a new type, 
amoeba submaxillaris. 

It appears that diseases produced by amcebe can- 
not always be detected during life as pronounced 
symptoms do not develop in the chronic course of 
the affections. Gerwacu (Z). 


Ziegelman, E. F.: Calculi in the Submaxillary and 
Sublingual Glands and Their Ducts. Arch. 
Otolaryngol., 1934, xix, 318. 

Calculi in the sublingual and submaxillary gland 
or their ducts are not common. Those occurring in 
the gland proper usually do not cause pronounced 
symptoms. As a rule only one or two calculi are 
present, but there are reports of cases in which many 
were found. Regardless of their number, they tend 
to obstruct a limited portion of the gland if they are 
located in that structure or to produce complete ob- 
struction if they are located in the duct. The symp- 
toms are usually swelling and pain in a portion of or 
throughout the gland. As a rule tenderness can be 
demonstrated. New and Harper believe that the 
most common symptom is the repeated exacerba- 
tion of manifestations of an acute infection: rather 
than the presence of pain. 

The calculi have a tendency to be extruded by way 
of the main duct. However, their size is such that 
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they usually become localized in some part of it. 
As a rule even those which reach the end of the duct 
cannot be extruded as the opening is too small. 

Numerous theories have been advanced to account 
for the formation of these calculi. Inflammatory 
lesions of the gland seem to be a factor. Epithelial 
débris in the smaller ducts, bacteria, and the ray 
fungus have been found to form the nuclei of the cal- 
culi in individual cases. The author concludes from 
clinical observation that a large percentage of per- 
sons with salivary calculi have a so-called endocrine 
characteristic (pre-adolescent or postadolescent 
hyperpituitary type). He calls attention to the pos- 
sibility of parathyroid dysfunction with a change in 
the metabolism of calcium in such persons. The cal- 
culi have been found to be composed of calcium car- 
bonate and phosphate. 

The treatment is dependent upon the symptoms. 
Cancer of the floor of the mouth, lymphadenitis, 
actinomycosis, and carcinoma of the mixed type, 
tuberculosis, and syphilis of the glands must be ruled 
out. On bimanual palpation, a small firm mass may 
often be felt. The diagnosis of calculi is usually con- 
firmed by the roentgenogram. By some it is claimed 
that error in the diagnosis can be avoided by X-ray 
examination after the injection of lipiodol. 

The author has found that in a limited number of 
cases probing of the duct is sufficient treatment. In 
one case it was followed by extrusion of the calculi. 
A thorough knowledge of the anatomy of the floor 
of the mouth is essential before operation is per- 
formed on patients with salivary calculi. In the 
avoidance of surgical shock during the course of op- 
erations on the floor of the mouth the avoidance of 
trauma to the submaxillary ganglion is of particular 
importance. Careful exposure and fixation of the 
duct during removal of the calculus are essential. 
General anesthesia is to be preferred. In the pro- 
cedure followed by the author the tongue is held 
laterally with a forceps and a longitudinal incision 
is made over the course of the duct. The duct is iso- 
lated by sharp dissection and held up by means of a 
silk loop. It is then opened and the calculus re- 
moved. The defect in the duct is left open or is 
closed with fine catgut, the possibility of stricture 
being kept in mind. 

When the calculus is in the immediate vicinity of 
the submaxillary gland or in the gland proper, re- 
moval of the gland through an inframandibular in- 
cision may be necessary. When a calculus occurs 
in the sublingual duct or gland, its removal through 
an incision over the calculus is usually quite simple. 
The most common site of duct stones is the caruncle. 
Removal of caiculi from the gland or of the entire 
gland is accomplished easily because of the fixed 
position of the gland alongside the mandible. 

Artuor S. W. Tourorr, M.D. 


Martin, J. D., and Elkin, D. C.: Tumors of the 
Salivary Glands. Arch. Surg., 1934, xxviii, 727. 


The most common tumors of the salivary glands 
are the so-called mixed tumors. According to the 
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theory most widely accepted, mixed tumors of the 
salivary glands are of epithelial origin. 

These tumors may be divided into two groups 
according to the amount of embryonal tissue they 
contain. The more cellular the tumor, the more apt 
it is to recur when it is not removed completely. 

The greatest hope of cure is offered by the use of 
the roentgen rays and radium and early removal of 
the primary growth. The prognosis is not good, 
either for complete cure or for the prevention of 
recurrence. The recurrent tumor becomes more 
malignant than the primary tumor. 

SAMUEL Kaun, M.D. 


EYE 


Peter, L. C.: The Use of the Superior Oblique as an 
Internal Rotator in Third-Nerve Paralysis. 
Am. J. Ophth., 1934, xvii, 297. 

In the procedure described an incision was made 
through the lid, the tendon of the oblique muscle 
exposed and severed, an opening made in the cap- 
sule of Tenon over the internal rectus, and the ten- 
don of the oblique muscle drawn through this 
opening and sutured to the attachment of the in- 
ternal rectus tendon. Vircit Wescott, M.D. 


Roy, J. N.: A Voluminous Orbitocranial Osteoma. 
Consecutive Cerebral Abscess of Nasal Origin. 
Brit. J. Ophth., 1934, xviii, 159. 

The patient whose case is reported was operated 
upon radically in 1925 for an ivory-hard osteoma of 
the orbit developing on the ethmoid bone. Cure 
was apparently maintained until 1931. A recurrence 
was then manifested in the form of a fibroma start- 
ing from the nose. The fibroma underwent ossifica- 
tion. It invaded first the superior half of the orbit 
and then the cranial cavity. Nasal infection spread 
to the brain by way of the tumor. At operation, an 
abscess of the frontal lobe was discovered. Death 
occurred from diffuse leptomeningitis twenty-eight 
hours after the operation. Leste L. McCoy, M.D. 


Thomas, J. W. T.: Observations on Some Matters 
Associated with Experimental Corneal Graft- 
ing. Brit. J. Ophth., 1934, xviii, 129. 


Experimental work on the eyes of rabbits has 
shown that whole thickness corneal tissue from 
another rabbit can be transplanted successfully and 
that the grafts may remain transparent if a particu- 
lar technique is used. Thomas reviews the results of 
sixteen homogeneous graftings which were done by 
the technique found to be most successful. 

Of the sixteen homogeneous grafts, ten were 
transparent, one had a clear area, one was nebulous 
with clear areas, three were opaque, and one became 
partially detached. Sixty-two per cent were there- 
fore clear grafts and 75 per cent allowed useful vision. 

Of five heterogeneous grafts done with the same 
technique, not one could be described as clear and 
four were quite opaque. Heterogeneous grafts tend 
also to become vascularized. 
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The progress of opacity in homogeneous and het- 
erogeneous grafts led to the conclusion that hetero- 
geneous grafts should not be applied to man. 

The operation described is a cross-stitching method 
such that the gap in the cornea of the host is filled up 
accurately by the graft and the graft is held securely 
in place. A water-tight union is obtained and re- 
establishment of the anterior chamber is insured. 
These results depend upon the sloping or shelving 
edge of the graft and of the hole in the cornea and 
upon the adequate and uniform pressure made on 
the graft to hold it in place. Re-establishment of the 
anterior chamber as soon as possible is necessary to 
prevent anterior synechie. The central position of 
the graft over the middle of the pupil and the size of 
the graft allow the iris to remain free when the pupil 
dilates. 

The limitation of fibrin formation and the preven- 
tion of anterior synechiz can be insured by: 

1. The establishment of close apposition of the 
graft to its bed by the technique previously described 
as giving the best results. In this way a water- 
tight union can be obtained. 

2. The use of a suitable mydriatic before the op- 
eration and in the after-treatment. 

3. Limitation of engorgement of the iris by the 
use of adrenalin after the anterior chamber has been 
opened. 

4. The application of citrated saline solution 
(70 c.cm. of a 0.9 per cent sodium chloride solution 
and 30 c.cm. of a 3 per cent sodium citrate solution) 
to the graft while it is being cut, to the eye of the 
host while the portion is being removed, and to the 
sutures before their insertion. 

An eyeless needle made of hardened steel and simi- 
lar in curve to a No. 4 half curved needle (with eye) 
but slightly shorter is apparently advantageous. 

A single knot is tied in the silk, and the thread, 
held taut, is introduced into the groove in the needle. 
The thread is then drawn along the groove so that 
the knot enters the end of the needle and is drawn up 
to the other end of the groove. With the thread still 
taut, a touch on the groove with a pin or the back of 
a knife will keep the thread and knot in position. 
The forceps is then applied, the last half millimeter 
of the needle being left projecting. The pressure 
effectively closes the needle end over the thread and 
knot so that the suture is firm and secure. 

In the whole series of experiments it was found 
that all sensitive grafts were vascularized while all 
the clear grafts were either completely or almost 
completely avascular and remained insensitive. In 
one case the graft had a blood supply from an adher- 
ent iris for two months, but at the end of that time 
the iris became free, the blood supply ceased, and the 
graft became sensitive. The conclusion was drawn 
that the establishment of an afferent nerve supply to 
a corneal graft depends upon a precedent or concur- 
rent growth of blood vessels in the graft. It seems to 
matter little whether the blood vessels are supplied 
from an adherent iris or grow in from the margin of 
the cornea. 


By the method of double transillumination the 
depth of the anterior chamber can be judged from 
the distance between the two illuminated spots on 
the cornea. When the anterior chamber is very shal- 
low the spots are practically superimposed. When 
the anterior chamber is normal they are separated. 

If the anterior chamber is shallow, the spot of 
light gives an approximate idea of the size of the 
pupil. The deeper the anterior chamber, the less 
clearly defined are the margins of the lighted areas. 
When the anterior chamber is normal the spots of 
light are small and separated entirely from each 
other if the pupil is small, but are large and overlap 
if the pupil is large. If the pupil is eccentrically 
placed, the arrangement of the illuminated areas on 
the cornea gives a clue to its position. When the 
anterior chamber is normal and the pupil is elon- 
gated and slit-like, the lighted areas are slit-like and 
overlap if the transillumination is done at 180 de- 
grees but are separated if the transillumination is 
done at 90 degrees. If the anterior chamber is shal- 
low the two lighted areas are almost superimposed 
and their shape will give a clue to the shape of the 
pupil. 

When there is an adhesion of one margin of the 
pupil to the cornea there will be two patches of light 
on the cornea with a common border corresponding 
to the synechia, whereas the free margin of the pupil 
allows a separation between the other margins of the 
illuminated patches. 

Alteration in the size of the pupil by mydriatics or 
miotics can be observed and recorded, and the pres- 
ence of holes in the iris or an atrophic thin iris can 
frequently be determined. Lrstre L. McCoy, M.D. 


EAR 


O’Malley, J. F.: Aural Discharges: Their Signifi- 
cance and Treatment. Brit. M.J., 1934, i, 741. 


The author states that all discharges from the 
external auditory meatus are pathological, and the 
secretion of cerumen may become pathological when 
it is excessive or the cerumen is impacted. 

The source of a pathological discharge may be the 
pinna, external meatus, middle ear, mastoid antrum 
or cells, or even the intracranial cavity. 

O’Malley classifies aural discharges as watery, 
purulent, hemorrhagic, and ceruminous. 

James C. BraAsweELL, M.D. 


Podesta, R.: Acute Osteomyelitis of the Temporal 
Bone in Childhood (Consideraciones sobre las 
osteomielitis agudas del hueso temporal en la in- 
fancia). Semana méd., 1934, xli, 436. 


Reports of primary osteomyelitis of the temporal 
bone are rare. Scheibe has observed only one case, 
apparently the first one reported in Germany. The 
condition is scarcely mentioned in textbooks, and 
most of the cases reported have lacked microscopic 
confirmation of the diagnosis. To Podest4’s knowl- 
edge, complete histological descriptions have been 
given only by Brock and by Neff, who reported seven 
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cases, three of which came to autopsy. Neff and 
Schlitter have described the clinical picture. 

Podesta gives a detailed clinical and pathological 
report of a case of the condition in a five-year-old 
boy. The clinical diagnosis was chronic suppurative 
otitis media and subperiosteal zygomatic and tem- 
poral abscess. After a radical mastoid operation, the 
child died with signs of thrombosis of the cavernous 
sinus. The correct diagnosis was made only on mi- 
croscopic examination. The causative organism was 
the pneumobacillus. The entire temporal bone, the 
body and wings of the sphenoid, and the adjacent 
parts of the malar bone showed an intense, diffuse 
necrosing inflammation. 

The exanthemata, influenza, and diabetes may 
produce necrotic lesions in the temporal bones, but 
in these conditions the lesions are small and circum- 
scribed and run a favorable clinical course, and the 
bacteria responsible for them have a marked necros- 
ing action on the mucosa of the air-containing cavi- 
ties of the ear. Typical acute osteomyelitis of the 
temporal bone is characterized by massive invasion 
involving the adjacent bones, coarse macroscopic le- 
sions due to the extensive venous thrombosis, and, 
most important, integrity of the mucosa of the tym- 
panum, antrum, and remaining air cells. These 
characteristics justify recognition of the condition 
as a clinical entity. 

Of the two theories of the etiology of the disease, 
the otogenic and the hematogenic, the otogenic has 
received widest recognition, but Podesta believes 
that the pathological picture supports the latter as 
the lesions of the middle ear are insignificant in com- 
parison with those of the temporal bone and are 
hyperplastic instead of necrosing. The rarity of the 
affection also agrees better with the hematogenic 
theory. 

The greater gravity of osteomyelitis of the tem- 
poral bone as compared with osteomyelitis of the 
other bones of the cranial vault is due to the venous 
sinuses and their tributaries which completely sur- 
round the temporal bone. In the majority of the 
reported cases the ear was normal prior to the onset 
of the disease. Even in the cases in which the condi- 
tion was preceded by chronic otitis media, the lesions 
in the tympanic mucosa were slight. 

M. E. Morse, M.D. 


Daggett, W. I., and Bateman, G. H.: Secondary 
Thiersch Grafting of the Radical Mastoid 
Cavity Through the Meatus. J. Larygol. & 
Otol., 1934, xlix, 169. 


The authors describe their procedure in the use of 
secondary Thiersch grafts following radical mastoid 
operations to obviate the prolonged process of 
granulation that is normally necessary. The first 
requisites are proper performance of the original 
operation and the removal of all diseased bone, 
granulations, cholesteatomata, and mucous mem- 
brane. The re-fashioned meatus must be large, as 
the procedure described is a per-meatal application 
of grafts. 
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After the operation the dressings are changed on 
the seventh day under nitrous oxide anesthesia. 
From the seventh to the fourteenth day the dress- 
ings are changed and the cavity is syringed when 
necessary. On the fourteenth day the grafts are 
prepared, applied, and fixed in position by the use 
of a wax solution poured into the ear. Wax has 
been found superior to gauze strips and tampons. 
The formula for its preparation is given. Except for 
the changing of superficial dressings, the ear is not 
disturbed until the twenty-eighth day, when the 
wax is removed. The cavity is then found to be dry 
and epithelialized. Thereafter the cavity is in- 
spected periodically as circumstances dictate. 

James C. BrAsweELL, M.D. 


NOSES AND SINUSES 


Pollock, F. J.: Plasmocytoma of the Nose and 
Nasopharynx. Arch. Otolaryngol., 1934, Xix, 311. 


The plasmocytoma is a tumor composed of cells of 
the plasma type, the origin of which is not certain. 
According to the theory most widely accepted, 
plasma cells are derivatives of small lymphocytes. 
According to another theory, they are derived from 
the fibroblasts of the adventitia of the blood vessels. 
Mallory believes that lymphocytes appear in the 
form to which the term “plasma cell” is applied as 
the result of a change which they undergo in the tis- 
sues. The plasma cell is usually somewhat larger 
than a lymphocyte and has a basophilic cytoplasm. 
The nucleus, which is usually single, but may occa- 
sionally be multiple, is small and eccentrically placed. 
The nuclear membrane is definite. The chromatin 
stains deeply and is usually arranged about the pe- 
riphery of the nucleus, giving the cell a so-called cart- 
wheel or clock-face appearance. 

In the nose and throat, plasma cells are found 
most frequently in association with chronic inflam- 
matory conditions, among which are syphilis and 
tuberculosis. Claiborn and Ferris believe that many 
plasmocytomata are benign neoplasms, and that 
most of those that appear malignant are manifesta- 
tions of multiple myelomata. According to Rosen- 
wasser, plasma cells are derivatives of lymphoblasts 
and a plasmocytoma is a lymphoblastoma with more 
or less extensive cellular transformation to the 
plasma-cell type. 

The author reports two cases of plasmocytoma of 
the nose and nasopharynx. In one of them the his- 
tological picture resembled that of multiple myelo- 
mata although X-ray examination of the entire skele- 
ton failed to reveal involvement of any of the bones. 
In the other, the presence of multiple myelomata of 
the sternum, skull, and liver was demonstrated at 
autopsy. The author believes that although many 
of the reported tumors are relatively benign, these 
tumors are true neoplasms and a careful X-ray ex- 
amination of the entire skeleton should be made to 
rule out multiple myelomata which are rapidly pro- 
gressive and lead to a fatal termination. 

Artuur S. W. Tourorr, M.D. 
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Smith, F.: The Management of Chronic Sinus 
Disease. Arch. Otolaryngol., 1934, xix, 157. 

Smith discusses only cases of chronic infection in 
which intranasal treatment is unsuccessful and the 
pathological changes are of such a nature and so 
advanced that no type of treatment can effect a 
return to normal. 

The technique employed by him is that described 
by Lynch, Knapp, and Jansen. The ethmoidal 
labyrinth is approached through an incision just 
medial to the inner canthus of the eye. Through 
this exposure access is gained to the lateral mass of 
the ethmoid, sphenoid, and frontal sinuses and all 
work is carried out under direct vision. 

This procedure yielded satisfactory results in 
practically all of more than 500 cases. Accidents 
and complications were rare, but in some of the cases 
there was a persistent excessive flow of mucus. The 
cosmetic results were excellent. 

Joun F. Detpn, M.D. 


Love, A. A.: Dentigerous Cysts of the Antrum: A 
Report of Two Cases. Arch. Otolaryngol., 1934, xix, 
348. 


The characteristics of dentigerous cysts of the 
antrum are: (1) a bony shell surrounding the entire 
tumor, which is easily separated from the wall of the 
antrum and from the soft tissue portions of the cyst, 
(2) a soft tissue layer composed of fibrous connec- 
tive tissue which sometimes contains thin layers of 
cartilage or bony tissue with a lining of usually 
stratified squamous epithelium, (3) the presence of 
a completely or incompletely developed tooth or 
teeth in the cyst, the crown or crowns of which usu- 
ally face inward, and (4) the presence of a fluid in 
the cyst. When not infected, the wall of the cyst is 
comparatively thin, the subepithelial fibrous layer 
is quite dense, the epithelial layer is intact, and the 
fluid is thin and straw colored and contains choles- 
terol crystals. When infected, the bony shell does 
not separate from the antral wall easily, the soft 
tissue layers are thick, vascular, and infiltrated, the 
epithelium is partially or completely destroyed, and 
the fluid contents may be purulent, sanguinopuru- 
lent, or thick and caseous. 

The cause of the cysts is not known definitely, 
but is probably the retention of fluid in the stellate 
reticulum of the follicle of the tooth situated be- 
tween the cuticular dentine and the crown of the 
tooth, which distends the follicle into a cyst lined 
with epithelium. The theory held by many that the 
cyst develops from the so-called epithelial rests of 
Malassez does not account for all of the structures 
found. 

The treatment indicated is removal of the entire 
cyst by careful dissection through a minimal open- 
ing in the canine fossa followed by closure of that 
entrance and provision for subsequent drainage by 
the formation of a good-sized naso-antral window 
under the inferior turbinate. This should be done 
entirely transantrally to prevent trauma to the in- 
tranasal structures. 


When the entire cyst is removed, the prognosis is 
excellent. The cysts do not metastasize, and malig- 
nant degeneration has not been reported. 

James C. Braswe Lt, M.D. 


MOUTH 


Soden, W. von: The Association of Carcinoma of 
the Tongue and Syphilis (Ueber die Koinzidenz 
von Zungencarcinom und Lues). 1933: Hamburg, 
Dissertation. 


The large percentage of syphilitics among patients 
with cancer of the tongue is so noticeable that long 
ago the thought presented itself that there is a 
close relationship between the two diseases. The 
nature of the influence of syphilis on the develop- 
ment of cancer of the tongue has not been made 
clear in spite of the numerous investigations and 
treatises. Neither is it explained in this article. 

The author merely cites the well-known facts 
that syphilis has a favorable influence on the de- 
velopment of cancer of the tongue and that, in a 
large percentage of cases, cancer of the tongue 
originates in the leucoplakia developing under the 
favorable influence of syphilis. He bases his state- 
ments on the literature and the cases of twenty- 
two patients with cancer of the tongue, nearly half 
of whom were old syphilitics. GERLACH (Z). 


NECK 


Wessely, E.: The Treatment of Cervical Phlegmons 
(Therapie der Halsphlegmonen). Wéien. klin. 
Wchnschr., 1933, ii, 1460. 

The chief danger of cervical phlegmons lies in the 
peculiar anatomical relationships of the neck which 
favor direct propagation of the infection toward the 
mediastinum, the middle cranial fossa, and the pul- 
monary circulatory system. The loose cellular tissue 
of the neck, divided into a retropharyngeal and a 
parapharyngeal space, forms a continuous route ex- 
tending from the base of the skull through the entire 
extent of the neck to the posterior and anterior medi- 
astinum. Theoretically, this connective tissue space 
may become infected directly from any point in the 
pharynx or epipharynx. Any part of the mouth may 
also serve as a portal of invasion of the connective 
tissue spaces of the neck when an infection has re- 
sulted in a phlegmon of the floor of the mouth. As 

‘ne interstitial connective tissue spaces are not lym- 
phatic routes in the anatomical sense, the infective 
process may spread more or less rapidly in various 
directions according to its virulence. It tends to 
travel through the tissue spaces following the ves- 
sels and nerves in the direction of least resistance. 

Another form of infection is propagated by way of 

abscessing lymph glands. This form, as would be 

expected, is rather benign. 

A third form of phlegmonous inflammation leads 
to invasion of the venous system. Thrombophlebitis 
and destruction of the vascular walls pave the way 
for bacterial invasion of the blood stream. 
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These three types of infection seldom occur in 
pure form. As a rule a combination of types is ob- 
served. 

According to the site of the portal of invasion and 
the extent of the inflammatory process the following 
surgical procedures come up for consideration: 

1. Operation for a progressing cervical phlegmon. 
A skin incision is made along the anterior border of 
the sternocleidomastoid muscle and the vascular 
sheaths are exposed. The extent of the intervention 
depends upon the extent of the inflammatory proc- 
ess. Wide exposure of all infected connective tissue 
spaces and open drainage are indicated. 

2. Collar mediastinotomy. This operation, which 
was first performed by Hacker and was worked out 
further in the clinic of Chiari and Hajek by Marschik 
and Schlemmer, serves for exposure of the connective 
tissue spaces of the neck as far as the jugulum and of 
the posterior mediastinum as far as the third dorsal 
vertebra. 

3. Operations directed against the point of origin: 
(a) external attack on the phlegmon of the floor of 
the mouth; (b) opening of a retropharyngeal abscess 
from within; (c) opening of the parapharyngeal space 
from within; and (d) opening of the parapharyngeal 
space from without. 

4. Local treatment of septic conditions. Throm- 
botic and demonstrably changed: veins are ligated 
and resected with a wide margin of healthy tissue. 

Exclusion of the focus of infection and prevention 
of further invasion of the blood stream will usually 
result in immediate improvement of the septic pic- 
ture if the surgery is done in time. The incision 
must be sufficiently extensive. Drainage must be 
established from the deepest point when possible and 
must be adequate and reliable. Open wound treat- 
ment is, of course, essential. Loenr (Z). 


Paschoud, H.: Cervical Cysts and Fistulz (Kystes 
cervicaux, fistules cervicales). Rev. méd. de la Suisse 
Rom., 1934, P. 300. 


The author reports four cases in which a branchial 
cyst or fistula was present. The first was that of a 
young woman who had a soft and fluctuating pear- 
shaped swelling in the right carotid region internal 
to the sternocleidomastoid muscle. Only the lower 
pole of the swelling could be felt; the upper part dis- 
appeared in the deep tissues of the middle carotid 
region. A fistula opened in the mass and infection oc- 
curred. Roentgen examination with lipiodol showed 
the tumor to be a branchial cyst extending up to the 
right tonsil. No difficulty was experienced at opera- 
tion in spite of the proximity of the carotid and jug- 
ular vessels. 

The second case was that of the father of the first 
patient. He had had a small fistula in the same re- 
gion of the neck since childhood. Occasionally a few 
drops of liquid exuded from it, but the fistula had 
never caused swelling or any other complaint. Roent- 
gen examination with lipiodol showed it to be a 
branchial fistula 23 cm. long. As it had caused no 
inconvenience in the forty years it had been present, 
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operation was not advised. ‘The author does not 
believe that operation is warranted by the fear of 
malignant degeneration in such fistule. 

The third case was that of an elderly woman who 
presented a swelling in the cervical region which she 
had had punctured, at first twice a year and recently 
once a year, over a period of thirteen years. The 
fluid suggested a branchial cyst, but the roentgen- 
ogram made with lipiodol was not absolutely char- 
acteristic. Operation was not advised as the patient 
was satisfied with her condition. 

The fourth case was one of infected parotid der- 
moid cyst in a female dog, which was operated upon. 

The author discusses the embryology of the struc- 
tures discussed and emphasizes the value of roentgen 
examination following the injection of lipiodol in 
their study. Auprey Goss Morean, M.D. 


Briane, J., and Funck-Brentano, P.: Variations in 
the Arteries of the Thyroid Gland. A Study of 
the Surgical Anatomy (Les variations des artéres 
du corps thyroide. Etude d’anatomie chirurgicale). 
Ann. d’anat. path., 1934, xi, 125. 

The blood supply of the thyroid gland shows fre- 
quent variations. Normally, the superior thyroid 
artery arises from the external carotid, close to its 
origin, and reaches the thyroid at the upper pole. 
Variations in the site of its origin have been found, 
and in rare cases the vessel is absent. As a rule the 
artery breaks up into three terminal branches with- 
in the upper pole, but as frequently the division 
takes place at a variable distance above the pole, 
one or more branches may escape the ligature when 
ligation is done at the pole. The antero-internal 
branch, usually the principal one, may come off 
higher than the others and descend in front of the 
sternothyroid muscle. Therefore, to include all por- 
tions of the superior thyroid artery in a ligature with 
certainty, the vessel should be ligated well above 
the superior pole, close to the origin of the superior 
laryngeal branch. 

The inferior thyroid artery is far more variable in 
size, origin, relations, and distribution than the 
superior thyroid artery. It is absent entirely in 10 
per cent of cases. The incision made for its ligation 
should be sufficiently long to permit a search for 
the vessel. Leo M. ZIMMERMAN, M.D. 


Gallino, M. M.: Roentgen Therapy of Hyperthy- 
roidism (Rontgenterapia del hypertiroidismo). Se- 
mana méd., 1934, Xli, 345. 


Following a discussion of the action of the roent- 
gen rays on the normal and pathological thyroid and 
of the indications, contra-indications, and results of 
roentgen therapy in hyperthyroidism, the author re- 
views the most important literature on this treat- 
ment of hyperthyroidism and reports 26 cases in 
which it was used. 

Failure of roentgen therapy in hyperthyroidism is 
due to defective technique, insufficient treatment, or 
incorrect selection of the cases. The method has pre- 
cise limitations and is contra-indicated in subacute 
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cases, cases with grave cardiac disease due to the 
thyrotoxicosis, hyperthyroidism accompanied by 
marked pluriglandular disturbances, and the tu- 
moral forms of hyperthyroidism, especially those 
with compression. However, in the latter it may be 
used as a pre-operative measure. In all other cases, 
from those of the formes frustes type to those of 
completely developed Basedow’s disease, roentgen 
therapy is the method of choice. It is advisable also 
in many cases which have remained uncured after 
operation because of insufficient removal or the pres- 
ence of aberrant thyroid tissue. 

Roentgen therapy should be preceded by the med- 
ical treatment that is given before operation. The 
medical measures should be stopped when clinical 
improvement has been established. The most im- 
portant guide in the treatment is the basal metab- 
olism. When the basal metabolism reaches +20 or 
+15, medical treatment should be suspended and 
the patient kept under observation by clinical ex- 
amination and metabolic tests for at least a year. If 
no improvement is noted after three or four months 
of judicious roentgen therapy, operation should be 
performed. 
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Gallino summarizes the statistics of large series of 
cases treated by roentgen therapy in various coun- 
tries. In the Argentine, the largest collection was 
that reported by Gutierrez in 1932—778 cases repre- 
senting all degrees of hyperthyroidism. Seventy-two 
per cent of the patients were cured, 20 per cent were 
benefited, and 8 per cent were not benefited. There 
was no mortality and no resulting myxcedema. Put- 
ting together without selection all of the cases in the 
various series, Gallino obtained a total of 6,897. Of 
the total number of patients, from 60 to 70 per cent 
were cured, from 26 to 30 per cent were benefited, 
and about 1o per cent were not benefited. 

In conclusion Gallino says that if the method is 
correctly applied it is entirely harmless. It has no 
mortality, it does not subject the patient to emo- 
tional stress, and it does not interfere with a subse- 
quent operation should surgery become necessary. 
In the types of cases for which it is indicated, roent- 
gen therapy should be tried first. Only refractory 
cases and those presenting contra-indications should 
be treated surgically. In hyperthyroidism, roentgen 
therapy and surgery are not antagonistic but com- 
plementary. M. E. Morse, M.D. 
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Van Wagenen, W. P., and Aird, R. B.: Dilatations 
of the Cavity of the Septum Pellucidum and 
Cavum Verge. Am. J. Cancer, 1934, Xx, 539. 


The cavity of the septum pellucidum and the 
cavum verge are embryologically one cavity and are 
located between the leaves of the septum pellucidum. 
It is presumed that in their development embryonic 
rests of pia arachnoid are included between their 
walls and that these may give rise to accumulations 
of fluid large enough to cause dilatation of the 
cavity. 

The dilatations are of the following three types: 

1. Non-communicating dilatations. In these, the 
walls are intact, the cavity being of the closed type. 

2. Communicating dilatations. In these, there is 
a communication between the cyst and the adjoin- 
ing third or lateral ventricle due to rupture of the 
thin wall. 

3. Secondary or acquired dilatations. In these, 
there is a communicating dilatation resulting from a 
superimposed hydrocephalus. 

The diagnosis is rendered easy by encephalog- 
raphy which shows a filling defect high up between 
the lateral ventricles. 

The symptoms caused by the dilatations include 
mental changes, headache, vomiting, palsies, epi- 
leptiform seizures, diplopia, and disturbances of 
equilibrium. 

The treatment is directed toward the establish- 
ment of a communication between the cavity and 
the adjoining lateral ventricle by operative means. 

Joun W. Epton, M.D. 


Hare, C. C.: The Nitrite of Amyl Test for the Dif- 
ferentiation of Tumors of the Brain from 
Vascular and Chronic Inflammatory Lesions. 
A Preliminary Report. Bull. Neurol. Inst. New 
York, 1934, iii, 513. 

Having noted during the course of previous experi- 
ments that there was a difference in the height of 
the rise of the spinal fluid pressure caused by amyl 
nitrite inhalation in patients who had an intra- 
cranial neoplasm and those suffering from a vascular 
or a chronic inflammatory lesion of the brain, the 
author undertook the study reported in this article 
to determine whether the test might be of value in 
differentiating vascular and inflammatory disease 
from space-occupying lesions. 

The test was applied in eighteen cases of tumor of 
the brain, twenty-two cases of vascular lesion, 
eighteen cases of chronic inflammatory disease, and 
the cases of fifty patients without a pathological 
cerebral condition. 
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In 89 per cent of the cases of brain tumor the rise 
in the pressure was to a point above 320 mm. of 
fluid. In two cases the level was 260 and 270 mm. 
respectively. In 86 per cent of the cases of cerebral 
arteriosclerosis or marked vascular lesions and in 
89 per cent of those of inflammatory lesions the rise 
was to less than the 320-mm. level. In the majority 
of the control group of cases the rise occurred with 
about equal frequency to slightly above and slightly 
below the 320-mm. level. 

The author emphasizes that the rise in pressure 
from amy] nitrite inhalation bears no definite relation 
to the original pressure level. He explains the dif- 
ferences in the results of the inhalation in the con- 
ditions studied by the assumption that in vascular 
and inflammatory diseases the effect of the drug is 
limited and full dilatation of the intracranial blood 
vessels does not occur, whereas in cases of tumor of 
the brain there is little, if any, interference with the 
dilatation of the intracranial blood vessels, the 


’ intracranial pressure being therefore increased. 


He concludes that the amy] nitrite test for changes 
in the pressure of the cerebrospinal fluid is of value 
for the differentiation between expanding lesions and 
inflammatory or vascular diseases of the brain. He 
does not consider it of value as a method of differ- 
ential diagnosis between pathological and normal 
conditions of the brain. Hate Haven, M.D. 


Elsberg, C. A., Dyke, C. G., and Brewer, E. D.: The 
Symptoms and Diagnosis of Extradural Cysts. 
Bull. Neurol. Inst. New York, 1934, iii, 395. 


Compression of the spinal cord by an intradural or 
extradural cyst is rare. Of 250 cases of tumors of the 
spinal cord, it was found in only 5. Two of the cysts 
causing compression were intradural and 3 were ex- 
tradural. The 3 extradural cysts and an extradular 
cyst reported by Taylor are cited as proof that the 
diagnosis of extradular spinal cyst is possible. The 
cysts previously reported in the literature were 
either dermoid or echinococcus cysts. Most of them 
occurred in adults and were small. The extradural 
cysts reported by the authors occurred in adoles- 
cents, were large, and were neither dermoids nor of 
parasitic origin. 

In 1 of the cases discussed by the authors the first 
symptoms were increasing spasticity and loss of 
power in the legs. In the 3 others the weakness be- 
gan in one leg, but soon involved the other. None of 
the patients complained of pain at first, and pain 
was never a prominent symptom. In 2 cases in which 
the symptoms had been present for nine months and 
three and a half years respectively there were dis- 
turbances of bladder and bowel function. Motor dis- 
turbances were predominant and sensory changes 
slight. In the 3 cases in which roentgenograms were 
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made the changes were almost identical, involving 
respectively 3, 4,and 5 vertebra. The pedicles of the 
affected vertebra were greatly narrowed and atro- 
phied, and the interpedicular spaces much enlarged. 
The enlargement of the vertebral canal was so 
marked that after removal of the cyst at operation 
the sheaths of the nerve roots of each side were ex- 
posed for a distance of more than 1 cm. In all 4 cases 
the cyst lay mainly under the arches of the sixth, 
seventh, and eighth thoracic vertebrae. The fact 
that the cysts were not adherent to the dura except 
at a small area at or near the exit of a nerve root sug- 
gested that cysts of this type may have their origin in 
a congenital diverticulum of the dura mater or her- 
niation of the arachnoid through a congenital defect 
in the dura. In 1 case there was apparently a patent 
opening at the neck of the sac. 

The typical case of compression of the spinal cord 
by an extradural cyst is as follows: 

The patient is an adolescent with the history and 
symptoms of a progressive spastic paraplegia. Pain 
is absent or not prominent. The objective sensory 
disturbances are slight, and their upper level is in the 
midthoracic region, usually at the sixth or seventh 
thoracic dermatome. Manometric tests demonstrate 
a subarachnoid block with the characteristic spinal 
fluid changes of cord compression. Measurements on 
anteroposterior roentgenograms show enlargement 
of the interpedicular spaces of 3 or more vertebra 
somewhere between the fourth and tenth thoracic 
vertebra. The pedicles of the affected vertebra, es- 
pecially those of the sixth, seventh, and eighth, are 
narrowed and atrophic. E. S. Pratt, M.D. 


Ruecker, S.: The Surgical Treatment of Facial 
Paralysis (Die chirurgische Behandlung der Facial- 
islaehmung). 10933: Kiel, Dissertation. 


The numerous methods of treating peripheral 
facial paralysis are presented in detail and their 
results are critically evaluated and compared. In 
traumatic paralyses an attempt should be made to 
suture the nerve as early as possible. When com- 
plete severance of the nerve has not occurred most 
surgeons wait from three to six months. During 
this time the facial musculature should be massaged 
and treated by galvanization to prevent atrophy. 
Two years is considered the maximum length of time 
during which union may be attempted. In injuries 
of the bony canal, neurolysis has succeeded in a few 
cases (Ney, Alexander, Kuemmel). Suture in the 
region of the bony canal is superfluous as the canal 
itself acts as a splint. Bridging of the defect by the 
transplantation of a piece of nerve tissue has been 
successful in a few instances. Nerve plastics have 
been accomplished by anastomosis with the hypo- 
glossus or the accessory nerve. In spite of a few good 
results the final results in most cases are unsatis- 
factory on account of associated movements or 
paralyses. In the use of suspension methods there 
is no hope of restoring function in the nerve, the 
purpose being only to obtain a cosmetic result by 
fixation with transplanted strips of fascia. 
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Sympathectomy in the neck, by producing the 
Horner syndrome (ptosis, sinking of the eyeball) 
should permit closure of the eyelids and thereby 
overcome the lagophthalmos. It should have some 
influence also on the paralyzed cheek muscles. By 
far the most satisfactory results have been obtained 
by neurotization of the paralyzed muscles by myelo- 
plasty. Pedicled flaps of the masseter and temporal 
muscles are joined to the orbicularis oris and oculi. 
The simplest method today is perhaps that of Lexer. 
In some cases, this has been followed by active 
movements after from four to six weeks. The advan- 
tage of muscular neurotization over all other meth- 
ods is due to the resulting motor re-activation of the 
facial muscles without interference with the func- 
tion of other muscles. ToeEnnis (Z). 


Greenfield, S. D.: The Etiology and Pathology of 
Paralysis of the Abducens Nerve Associated 
with Sinus Thrombophlebitis. Report of a 
Case of Thrombosis of the Lateral Sinus and 
Bilateral Paralysis of the Abducens Nerve; 
Operation and Recovery. Arch. Otolaryngol., 
1934, XIX, 336. 

The author reports a case of bilateral paralysis 
of the abducens nerve subsequent to thrombosis of 
the right lateral sinus. The thrombus extended from 
the torculus down the sinus and jugular vein to a 
point near the region of the clavicle. The patient 
recovered following ligation and excision of the 
jugular vein and opening of the lateral sinus with 
removal of the thrombus from the latter. In the 
author’s opinion, the clinical course and termination 
ruled out the presence of disease of the petrosa as a 
factor in the production of the abducens palsy. 

Greenfield presents a very detailed description of 
the anatomy of the related parts in such a condition. 
The relation of the superior and inferior petrosal 
sinuses to the lateral sinus and the cavernous septum 
and the close application of the abducens nerves in 
their long intracranial course to the dura and related 
structures make evident the mechanism of involve- 
ment in such inflammatory and thrombotic proc- 
esses. 

The author says: ‘“‘With such an advanced process 
as was demonstrated at operation in the case re- 
ported in this paper, one is justified in concluding 
that the thrombus must have also extended into 
both petrosal sinuses. The absence of bleeding after 
the removal of the coagula from the interior of the 
lateral sinus tends to confirm this opinion. Thus, 
with such a long-standing process as this evidently 
was, the oedema that resulted from the complete 
blockage of the cavernous system on the diseased 
side being supplemented by the cedema which oc- 
curred incidental to the phlebitis and periphlebitis 
of both petrosal sinuses, the dura in the entire area 
must have shared in the inflammatory reaction. As 
has been pointed out, the close proximity of both 
abducens nerves to the affected area was respon- 
sible for the bilateral involvement.” 

HAE Haven, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Elsberg, C. A., and Dyke, C. G.: The Diagnosis and 
Localization of Tumors of the Spinal Cord by 
Means of Measurements Made on X-Ray Films 
of the Vertebra, and the Correlation of Clinical 
and X-Ray Findings. Bull. Neurol. Inst. New 
York, 1934, iii, 359. 

Tumors of the spinal cord produce a localized rise 
of intraspinal pressure and in many cases resulting 
changes in the bony walls of the vertebral canal. 
Recognition of the finer changes in the roentgeno- 
grams requires measurement of the interpedicular 
spaces. Reliance cannot be placed solely on inspec- 
tion of the roentgenogram. 

A study of a series of normal spines showed that 
in anteroposterior roentgenograms the inner borders 
of the pedicles are usually convex. However, pedicles 
with flat inner borders were seen in all parts of the 
spine, and pedicles with concave inner borders were 
sometimes seen below the seventh thoracic vertebra. 
Accurate measurements can be made from the fifth 
cervical to the fifth lumbar vertebre. The interpedic- 
ular space increases in size from the second to the 
fifth cervical vertebra, decreases again to the second 
thoracic, decreases more gradually to the fifth, and 
remains constant to the ninth thoracic vertebra. It 
then increases again from the tenth thoracic to the 
fifth lumbar vertebrz. Not uncommonly, the spaces 
of several vertebre are of the same size in areas nor- 
mally showing a gradual increase or decrease. 

Enlargement of the canal was found in 42 per cent 
of sixty-seven cases of tumor of the spinal cord and 
in 70 per cent of twenty cases of tumor between the 
tenth thoracic and the fifth lumbar vertebre. The 
enlargement was recognizable only on measurement. 
Of the cases of extramedullary tumor, the enlarge- 
ment was found in 18 per cent of those growths in 
the cervical and upper thoracic vertebra, in 12 per 
cent of those growths between the fourth and 
ninth thoracic vertebre, and in 60 per cent of those 
growths below the ninth thoracic vertebra. Of the 
cases of extradural tumor, the increase in size of the 
vertebral canal occurred in 74 per cent. In the mid- 
thoracic region a pathological increase in the size of 
the vertebral canal was much more frequent in cases 
of extradural than in cases of intradural expanding 
lesions. 

In the region where normally the canal remains 
the same size or becomes larger (between the fifth 
thoracic and the fifth lumbar vertebrz) a decrease of 
2 mm. or more in the interpedicular space of a verte- 
bra as compared with the vertebra just above should 
suggest the presence of a pathological process in the 
vertebral canal at the level of the upper vertebra, 
which has produced an enlargement of the inter- 
pedicular space of that vertebra. Small growths 
produce an enlargement of the intervertebral spaces 
of one or two vertebre, while large growths involve 
three or more vertebre. In the thoracic region in- 
volvement of three or more vertebra indicated an 
extradural or intradural cyst, or, more rarely, a 
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lipoma or a large venous angioma, while in the lum- 
bar region it indicated either an extradural growth 
or a giant tumor of the cauda equina. 

The X-ray findings must always be correlated 
with the clinical signs. If roentgen examination 
demonstrates an enlargement of the interpedicular 
space at a considerably lower level than that indi- 
cated by the clinical signs, the conclusion must be 
drawn that the disease process is extensive or in- 
volves several parts of the spinal cord. In the 
absence of other evidences of multiple metastatic 
lesions or of congenital anomalies of the vertebra, 
the condition is probably one of varicosities of the 
spinal blood vessels. In correlation with the clinical 
signs and symptoms, the presence of enlargement of 
the interpedicular spaces often allows a probable 
diagnosis of the pathological condition. 

E. S. PLarr, M.D. 


Harkins, H. N.: The Use of Iodized Poppy Seed Oil 
in the Differential Diagnosis Between Tumors 
of the Conus Medullaris and of the Cauda 
Equina. Arch. Neurol. & Psychiat., 1934, xxxi, 483. 


The author reports four cases which demonstrate 
the difficulties encountered in the differential diag- 
nosis between tumors of the conus medullaris and 
cauda equina. One and one-half cubic centimeters 
of iodized poppy seed oil were injected by lumbar 
puncture in three of the cases and by cisternal punc- 
ture in one case for diagnostic purposes. The iodized 
poppy seed oil proved to be of value in localizing a 
block and determining the site of the lesion. 

In reviewing the numerous objections raised to the 
use of iodized poppy seed oil for this purpose, the 
author states that he failed to find any direct evi- 
dence of injury in the four cases reported. Although 
iodized poppy seed oil has been proved mildly irritat- 
ing when injected into the spinal canal, Harkins 
believes its use is justifiable for accurate determi- 
nation of the level of a tumor in the lumbosacral 
canal. Ropert ZOLLINGER, M.D. 


Peyton, W. T.: The Effect of Radium on the Spinal 
Cord. Am. J. Cancer., 1934, xx, 558. 


The effects of radium on the spinal cord were 
studied by the author in several dogs. It was found 
that radium placed in the meninges and in the cord 
proper evoked serious reactions. The smaller doses 
produced a marked meningeal reaction over a cir- 
cumscribed area at the site of the implantation 
which was characterized by infiltration with leuco- 
cytes, nerve-cell injury, and marked glial cell pro- 
liferation. The larger doses caused _nerve-cell 
destruction, myelin degeneration, hemorrhages, 
fragmentation of the gray matter, and focal necrosis 
of the white matter. The maximum dose of radium 
that could be placed extradurally without producing 
paralysis was 1.7 mc. Larger doses produced paraly- 
sis sooner or later. 

Peyton reports two cases of plasma-cell myeloma 
in which the lesions were single and located in the 
spine and gave rise to neurological symptoms. In 
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one case radium needles were implanted into the 
tumor at operation, a total dose of 1,300 mgm.-hrs. 
with a o.5-mm. nickel-steel filter being given, and 
this treatment was supplemented by deep X-ray 
therapy. For eighteen and a half months thereafter 
examination disclosed no evidence of skeletal me- 
tastases, but at the end of forty-one months gen- 
eralized skeletal metastases were found. In the 
other case onlv X-ray therapy was used and the pa- 
tient survived ouly fifteen months after operation 
performed to determine the nature of the tumor. 
The two cases are reported to compare the results 
obtained with and without radium therapy. 
Joun W. Epton, M.D. 


Cooper, M. J.: Lymphogranulomatosis Maligna 
(Hodgkin's Disease) with Invasion of the 
Spinal Canal and Paraplegia. J. Am. M. Ass., 
1934, Cll, 917. 

In the case reported the tumor found at autopsy 
was both extradural and subdural. The cord sub- 
stance was the site of myelopathic changes consist- 
ing of well-marked vacuolation of the white matter, 
extensive swelling and disintegration of the axons, 
and less conspicuous degeneration of the gray mat- 
ter. Many of the ganglion cells were in various 
stages of degeneration of the character of ischemic 
degeneration and acute swelling. The vessels with- 
in the cord substance as well as those of the extra- 
medullary plexus were greatly congested and the 
vessels accompanying the intradural portions of the 
nerve roots were distinctly dilated and congested. 
The whole picture strongly suggested that interrup- 
tion of the blood supply of the cord as a result of 
compression of the spinal branches of the vertebral, 
ascending, and deep cervical and intercostal arteries 
had played an important part in the production of 
the acute paraplegic symptoms. The tumor mass 
did not infiltrate the substance of the cord proper. 

On the basis of the changes found in this case and 
those noted in similar cases by others, the author 
draws the following conclusions: 

The nerve roots afford a route by which lympho- 
granulomatous tissue may reach the subdural space. 
The spinal dura mater is more resistant to penetra- 
tion than the septa of the nerve roots. Paraplegic 
symptoms may result not only from direct cord 
compression, but also from obstruction to the cir- 
culation of the cord due to compression or invasion 
of the vessels accompanying the nerve roots. 

Davip Joun Impastato, M.D. 


PERIPHERAL NERVES 


Gurdjian, E. S., and Goetz, A. G.: Radial Paralysis 
Complicating Fracture and Dislocation in the 
Upper Limb. Ann. Surg., 1934, xcix, 487. 

Fifteen cases of palsy of the radial nerve asso- 
ciated with fracture and dislocation of the humerus 
are reported. All were treated surgically. In those 
in which the nerve lesion was repaired within three 
months after the injury, the period of disability 
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was approximately six months, whereas in those in 
which it was not repaired until three months or 
more after the injury, the period of disability was 
one year or longer. 

Theauthors recommend early operation in primary 
palsy of the radial nerve, and emphasize the im- 
portance of neurological examination immediately 
after the accident. O. W. Jones, Jr., M.D. 


Davis, L., and Cleveland, D. A.: Experimental 
Studies in Nerve Transplants. Ann. Surg., 1934, 
XCiX, 271. 

The authors state that during the development 
of the surgical treatment of peripheral nerve injuries 
many methods of surgical repair have been described, 
but the procedure of choice is, of course, direct end- 
to-end suture. They then review the various meth- 
ods employed to bridge a large defect in the nerve 
in which end-to-end suture is impossible. They 
state that, in general, nerve grafting has yielded 
unsatisfactory results. 

In a series of experiments carried out by the 
authors on dogs, a section of the sciatic nerve 3 
or 7 cm. in length was removed and the removed 
section immediately sutured in place as an autog- 
enous graft. In some of the experiments the graft 
was reversed end for end. After varying periods 
of time the nerve was re-exposed and sections were 
taken from both the proximal and the distal lines 
of suture for microscopic examination. The sections 
removed from the distal suture line showed that 
fibrous tissue played an important réle in prevent- 
ing downgrowth of the neuraxons. When the trans- 
plant measured 7 cm. in length, the connective tis- 
sue formed an almost complete barrier to the neurax- 
ons. The authors draw the following conclusions: 

1. In nerve transplants the scar formed at the 
line of suture between the distal end of the trans- 
plant and the end of the distal segment of the 
peripheral nerve may act as an impenetrable bar- 
rier to the downgrowing axons. 

2. Resection of the distal scar and resuture of 
the distal end of the transplant and the end of the 
distal segment of the peripheral nerve may allow 
continuation of the growth of the neuraxons into 
the distal segment of the nerve. 

3. Neuraxons may grow through a nerve trans- 
plant 3 cm. in length to reach the distal line of suture 
at the end of from sixty to seventy days. 

O. W. Jones, Jr., M.D. 


SYMPATHETIC NERVES 


Telford, E. D.: 
CCXXVi, 444. 


Sympathectomy. Lancet, 1934, 


Sympathectomy or cord ganglionectomy is per- 
formed in the lumbar or cervical region. In the 
former, the lumbar sympathetic cord together with 
the second, third, and fourth ganglia are excised. 
In the latter, sectioning of the cervical sympathetic 
cord is done below the second cervical ganglion and 
carried down to include the stellate ganglion. . 
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The author, who has performed too sympa- 
thectomies, reports the results in the various condi- 
tions as follows: 

In thrombo-angiitis obliterans the results are 
good when the operation is done in the earlier 
stages and the patient is young. 

In Raynaud’s disease, the results of the operation 
in the upper and lower extremities show consider- 
able discrepancy. In the lower extremities the 
results of bilateral sympathectomy are always good. 
In the upper extremities they are less consistent. 

In acrocyanosis, excellent results have been ob- 
tained by bilateral lumbar sympathectomy. 

In poliomyelitis, the affected extremities are cold, 
blue, and prone to chilblains and chronic ulcers. 
Bilateral sympathectomy to relieve these conditions 
has given satisfactory results. 

In Hirschsprung’s disease, sympathectomy gives 
excellent results in children, but in adults the 
results are usually poor. 

In constipation, good results are obtained. 

In hyperhydrosis in which excessive sweating 
causes pathological changes, the results are very 
good. 

In cases of scleroderma and sclerodactyly, the 
results have not been good, but some improvement 
has been obtained in operations for the lower 
extremities. Davip Joun Impastato, M.D. 
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Scrimger, F. A. C.: Further Experience in the Relie 
of Pain by Section of the Rami Communicantes 
and Ganglionated Sympathetic Cord. Ann. 
Surg., 1934, Xcix, 284. 

In certain cases of abdominal pain for which no 
organic cause can be found the pain can be relieved 
by section of the white rami communicantes of the 
sympathetic system. Pain of this type is accom- 
panied by definite areas of hyperesthesia which 
follow the outlines of the zones of Head. 

Before performing the operation, the author car- 
ries out a physiological test, blocking the sym- 
pathetics by the injection of a 1:1,500 solution of 
nupercain. If the pain and the area of hyperes- 
thesia are relieved by this procedure, he concludes 
that section of the white rami communicantes will 
be beneficial. The sympathetic cord is then exposed 
and complete removal of the cord is done in the 
immediate region of the pain, with section of the 
white rami communicantes above and below. 

Four cases treated in this manner are reported. 
In two, which were operated upon in 1926 and 1927, 
the relief has persisted to date. In the two others, 
which were operated upon more recently, similar 
good results were obtained, but there has been some 
persistent pain due, it is believed, to sectioning of 
the ribs to obtain an approach to the sympathetic 
cord. Joun W. Epton, M.D. 
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CHEST WALL AND BREAST 


Schwartz, H. W.: The Lymphatic System in Rela- 
tion to Recurrent Laryngeal Nerve Paralysis 
Secondary to Cancer of the Breast. J. Laryngol. 
& Otol., 1934, xlix, 221. 


Following the report of a case of paralysis of the 
recurrent laryngeal nerve secondary to cancer of the 
breast and a review of sixteen cases previously 
reported, the author discusses this condition and the 
route of metastasis of cancer of the breast from the 
standpoint of more recently acquired knowledge of 
the anatomy of the lymphatic drainage of the breast. 

J. THoRNWELL WITHERSPOON, M.D. 


Muir, R., and Aitkenhead, A. C.: The Healing of 
Intra-Duct Carcinoma of the Mamma. J. 
Path. & Bacteriol., 1934, xxxviii, 117. 

The term “intra-duct carcinoma”’ as used in this 
article indicates a malignant proliferation of epi- 
thelial cells with the anaplastic characteristics of 
carcinoma cells within the normal boundaries of the 
ducts of the breast. 

Two cases of Paget’s disease of the nipple are 
reported. The first was that of a woman sixty-nine 
years of age who for seven years had had a crust on 
the left nipple which was itchy, tender, reddened, 
and painful. The nipple gradually disappeared and 
was replaced by a raw and tender area which slowly 
increased in size until it was 1'4 in. in diameter. The 
central part of the breast was slightly indurated. 
No regional lymphadenopathy was present. The 
second case was that of a woman fifty-four years of 
age who for three years had had a reddened and 
excoriated nipple with an intermittent discharge. 
The nipple was stiff and “‘lifted off like a coin.” 
There was no induration or deformity beneath it. 

The findings of microscopic examination of these 
breasts are described in detail. In the more super- 
ficial areas the ducts were completely obliterated 
and there was no trace of epithelial elements. A 
duct was represented by a central core of hyaline 
connective tissue surrounded by elastic tissue which 
had undergone great hypertrophy. At deeper levels 
there was a distinct carcinoma accompanied by 
round-cell infiltration. Deeper still, the malignant 
growth increased and almost filled the lumen. Thus 
the changes were an increase of the connective tissue 
and collagen fibers accompanied by gradual atrophy 
and disappearance of the carcinoma cells. The final 
stage was complete obliteration in which the duct 
was represented by a central core of connective tis- 
sue surrounded by hypertrophied elastic tissue and 
all traces of epithelium had disappeared. 

These changes were observed mainly in the ducts 
in the deeper part of the nipple and in the underly- 


ing area, but were present to a lesser extent in the 
substance of the breast itself. 
J. Danret WILLEMs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Lindskog, G. E., and Bradshaw, H. H.: Re-Inflation 
of the Atelectatic Lung. J. Thoracic Surg., 1934, 
Ml, 333- 

For re-inflation of atelectatic lung tissue the co- 
hesion of the alveolar walls lying in close contact 
must be overcome. Other forces acting against re- 
inflation are the adhesive effect of exudate and the 
resistance to expansion offered by the natural elas- 
ticity of the parenchyma of the lung. 

To determine the negative pressure that must be 
applied to the pleural surfaces of the lung and the 
differential positive pressure which must be exerted 
in the bronchial lumen of the atelectatic lung for re- 
inflation, the authors performed experiments upon 
dogs, cats, rabbits, and stillborn human fetuses. 

They found that there is a threshold differential 
pressure for the re-inflation of atelectasis. This pres- 
sure is from 12 to 16 cm. of water. If it is not reached 
or is exceeded, re-inflation does not occur. In chronic 
atelectasis which has been present up to twenty-six 
days, the threshold differential pressure is raised only 
slightly (2 cm.). 

The type of anesthetic used (nembutal given in- 
traperitoneally or ether) had no apparent effect on 
the threshold differential pressure. 

The authors propose the use of positive pressure 
in prophylactic or therapeutic inhalations for the 
combating of atelectasis. J. DanreL Wittems, M.D. 


Lieberman, L. M., and Leopold, S. S.: Therapeutic 
Pneumothorax in Experimental Lobar Pneu- 
monia in Dogs. Am. J. M.Sc., 1934, clxxxvii, 315. 


Therapeutic pneumothorax on the affected side in 
lobar pneumonia has been used in Europe since 1921. 
Fifty cases have been reported. Forty-seven of the 
patients recovered and three died. The induction of 
the pneumothorax is said to be followed by immedi- 
ate amelioration of all of the distressing symptoms 
and the initiation of a series of events indistinguish- 
able from a spontaneous crisis. The improvement is 
only temporary unless the compression is main- 
tained. As the absorptive power is increased in lobar 
pneumonia, a refill is necessary every twelve to 
eighteen hours. 

In order to corroborate these remarkable results 
experimentally, the authors produced lobar pneu- 
monia in thirty-six dogs by the bronchoscopic in- 
stillation into the lung of virulent broth cultures of 
Pneumococci 1 and 3. Fourteen of the dogs devel- 
oped a positive blood-stream infection during life and 
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in 2 others the-heart blood was found positive at 
necropsy. Of the five dogs recovering without treat- 
ment, only one had a positive blood-stream infection. 
Of the eighteen given artificial pneumothorax ther- 
apy, fifteen recovered and three died. The initial in- 
jection was given on the second day and was usually 
followed by marked improvement with a drop in the 
temperature and leucocyte count. Respiration be- 
came easier and more normal, and the dogs recovered 
sufficiently to walk and eat. A second and last in- 
stillation was made on the second day. This consti- 
tuted the only treatment. The blood culture was 
usually negative or greatly reduced by the second 
day. Of the three dogs that died in spite of treat- 
ment, one was found to have an acute hemorrhagic 
enteritis, which the authors believe was not related 
to the pneumonia. Of the 18 dogs given no treat- 
ment, 13 died and 5 recovered. 

In conclusion the authors warn against the indis- 
criminate induction of artificial pneumothorax in 
lobar pneumonia. They offer no explanation of the 
modus operandi of this type of treatment. They be- 
lieve that the clinical reports and their experimental 
data warrant its use in selected cases. 

Appended to the article is the report of a case in 
which 400 c.cm. of air were injected on the third day 
of a lobar pneumonia in a man forty-four years of 
age. Two days later a second injection of 400 c.cm. 
was given. The patient became entirely comfortable 
within seven hours after the initial injection and re- 
mained so. The sputum showed pneumococci of 
Type 1, while blood cultures were negative. The 
injection was followed by a profuse perspiration and 
a prompt fall in temperature from 102.8 to 99 de- 
grees F. The patient made an uneventful recovery. 

Wit1raM C. Beck, M.D. 


Alexander, J.: Supraperiosteal and Subcostal Pneu- 
monolysis with Filling of Pectoral Muscles. 
Arch. Surg., 1934, Xxviii, 538. 

The classical extrapleural pneumonolysis consists 
of resection of a portion of a rib anteriorly or poste- 
riorly, splitting of the deep periosteum, manual 
separation of the parietal pleura from the ribs and 
intercostal muscles, and filling of the extrapleural 
space thus created with paraffin, masses of fat, 
gauze, air, a rubber dam, an inflatable rubber bag, 
or the pectoral muscles. 

Supraperiosteal and subcostal pneumonolysis with 
filling of pectoral muscles may be defined as freeing 
of the anterolateral portions of the upper ribs from 
their periosteum and intercostal muscles and tuck- 
ing of the pedicled pectoral muscles between the 
bared ribs externally and the periosteal, intercostal 
muscles, pleurz, and lung internally. 

This operation is indicated chiefly for cavernous 
tuberculous or non-tuberculous lesions situated be- 
tween the clavicle and the level of the third rib ante- 
riorly. 

The disadvantages and dangers of creating for the 
pectoral muscles a space that lies directly on the 
parietal pleura prompted the author more than six 


years ago to devise the operation reported in this 
article. The technique is described in detail. 

The chief advantages of supraperiosteal and sub- 
costal pneumonolysis may be summarized as follows: 

1. The procedure is simpler than other methods of 
using the pectoral muscles as a filling after pneu- 
monolysis. 

2. As the lung may be freed from the ribs as 
widely as desired, its collapse is not dependent upon 
the absence of tough extrapleural adhesions which 
not rarely prevent an adequate pulmonary collapse 
in extrapleural pneumonolysis. 

3. As the pleura is not even exposed, there is vir- 
tually no danger of wounding the pleura and lung. 
The operation may therefore be performed safely in 
the presence of partial pneumothorax. 

4. As no rib is resected, the filling is efficiently 
retained and there is little interference with the 
mechanism of expectoration, which is important in 
the prevention of stasis pneumonia. 

5. The periosteum of the bared ribs is pushed 
deep into the thorax, and within approximately six 
weeks it presumably forms new ribs which tend to 
maintain the lung in the collapsed position even 
though the muscles atrophy. 

Relatively few patients are suitable for this opera- 
tion. Since 1927 the operation has been done by the 
author on only seven of many hundreds of patients 
operated upon for tuberculous or non-tuberculous 
suppurative disease of the lungs. Six of the seven 
patients were tuberculous. In the cases of three of 
the six, the operation was done preliminary to thora- 
coplasty in order to displace a large cavity backward 
so that the thoracoplasty would have a better chance 
of closing it completely. In all three cases this ex- 
pectation was apparently met. One of the three re- 
maining tuberculous patients died as a result of the 
operation. There were also two other deaths in the 
seven cases. The seventh patient, who had a foul 
non-tuberculous abscess of nineteen months’ dura- 
tion, was apparently cured. 

In conclusion the author says that the operation 
described is a form of collapse therapy for cavernous 
tuberculous or non-tuberculous pulmonary suppura- 
tion, the indications for which are much the same as 
those for the classical extrapleural pneumonolysis. 

ELLA M. SALMONSEN. 


Gale, J. W.: Factors Influencing the Safety and 
Efficiency of Thoracoplasty. J. Thoracic Surg., 
1934, Ul, 393. 

Clinical study of a limited number of cases indi- 
cates that the prone position is of definite advantage 
in extrapleural paravertebral thoracoplasty. 

According to the author’s experience, thoraco- 
plasty is performed best under anesthesia induced 
by the nitrous oxide-ethylene sequence. 

Pericostal sutures employed during the second 
and third stages of a thoracoplasty are of value to 
reduce the transverse diameter of the hemithorax as 
a unit and prevent paradoxical breathing in pa- 
tients with a very thin pleura. 
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The use of intrapharyngeal oxygen is recom- 
mended as a routine measure following thoraco- 
plasty. It guards against anoxemia which, if not 
treated, will draw heavily upon the patient’s 
reserve. 

The use of blood transfusion before and between 
operative stages is a very effective therapeutic 
measure. 

If wound infection occurs it should be treated by 
early adequate drainage as otherwise the purpose of 
the operation may be defeated. 

SAMUEL Kaun, M.D. 


Walzel, P.: Lung Tumors, Including Mediastinal 
Tumors and Tumors of the Chest Wall Extend- 
ing into the Lungs (Lungentumoren mit Ein- 
schluss von auf die Lunge uebergreifenden Medi- 
astinaltumoren und Thoraxwandgeschwuelsten). 
Beitr. s. klin. Chir., 1933, xviii, 645. 

This synopsis of the sessional activities of the 
Southeastern German Surgical Association at Bres- 
lau stresses especially personally observed cases and 
knowledge gained therefrom. It contains a brief re- 
view of only the most recent contributions to the vo- 
luminous casuistic literature. 

Lung tumors with a benign structure are better 
known to the pathologists than to surgeons as sur- 
geons see them less frequently. Benign connective 
tissue tumors, fibromata, lipomata, and chondro- 
mata are seldom recognized during life and operated 
upon successfully (cases of Sauerbruch and Klages). 

Recently special attention has been directed to 
cysts of the lungs. These cysts are formed as the 
result of constriction of a part of the bronchial tree. 
They are lined with bronchial mucous membrane 
and grow as the result of the production of mucus in 
their lumina. Aseptic cysts have been successfully 
removed or merely incised (Eiselsberg, Sauerbruch, 
Clairmont, Fromme). Suppurating cysts are incised 
and drained like an empyema according to the 
method of Buelau. A case of suppurating cyst which 
was operated upon by Wailzel is reported in detail. 

The dermoid cysts and teratomata occur most fre- 
quently in the anterior mediastinum, but are classi- 
fied as lung tumors because of their location. In 
1927, Stich collected about 100 cases in which opera- 
tion was done with a mortality of about 50 per cent. 
Walzel operated on 2 of his own cases. 

The intrathoracic neurofibromata and the ganglio- 
neuromata are to be classified as such only when they 
are accompanied by the general symptoms of von 
Recklinhausen’s disease. Walzel removed an intratho- 
racic cystic structure so diagnosed, but found it to be 
the sac of a meningocele associated with spina bifida. 

Thoracic lipomata with an intrathoracic and ex- 
trathoracic development have been discussed in de- 
tail by Walzel in another report. 

The increasing frequency of malignant lung tumors 
is confirmed by the statistics of the pathological in- 
stitutes of Vienna and Dresden. The immediate 
results of operative treatment of lung carcinoma are 
encouraging, but recurrences are very frequent. 


Walzel has operated 5 times for the removal of a car- 
cinoma of the lung. He emphasizes the importance 
of performing the operation in 2 stages. 

True sarcomata of the lungs are very rare. They 
arise as a rule from the chest wall and involve the 
lung secondarily. Walzel has operated upon 2 such 
cases. 

In conclusion echinococcus cysts of the lung are 
discussed. In the author’s material they are very 
rare. Two cases were operated upon with excellent 
results. FrrepricH KiacEs (Z), 


Bryce, A. G.: A Contribution to the Study of Pul- 
monary Lobectomy. Brit. J. Surg., 1934, xxi, 560. 


The author reports experiments which demon- 
strated that animals are able to survive with a mass 
of dead tissue in the pleural cavity. This finding 
suggests that it may be possible to remove a densely 
adherent lung by cutting off its blood supply, allow- 
ing it to slough, and deferring removal of the dead 
lung until it had separated by the formation of a line 
of demarcation between it and its surroundings. 

SAMUEL Kaun, MD. 


Chiurco, C. A.: A New Procedure for Pulmonary 
Resection, the Bellucci-Chiurco Method (Nuo- 
vo processo di resezione polmonare “Bellucci- 
Chiurco”’). Clin. chir., 1933, ix, 1236. 

Chiurco describes a method for pulmonary resec- 
tion based on exteriorization such as was done by 
Burci in the case of the liver and by Taddei in the 
case of the spleen. He resected the lung by this 
method in dogs and rabbits. Through a costal in- 
cision, with or without rib resection, the lung was 
delivered from the thoracic cavity and the edges of 
the wound were closed against it. A Nélaton rub- 
ber tube was applied along each side of the base of 
the lung and figure-of-eight sutures were passed 
through the lung tissue above and below the con- 
strictor to bring the wound edges together and 
effect hemostasis. The lung was then resected. As 
a rule the wound healed by primary intention. In 
animals sacrificed a year after the operation firm 
adhesions were fourd between the remaining lung 
tissue and the chest wall. 

This method is simple, prevents hemorrhage and 
contamination of the pleural cavity, and is well 
tolerated by animals. Peter A. Rost, M.D. 


HEART AND PERICARDIUM 


Bigger, I. A., and Porter, W. B.: Wounds of the 
Heart. Jnternat. Clin., 1934, i, 132. 


Following a brief review of the history of wounds 
of the heart, the author discusses their pathological 
physiology to explain the symptoms and thereby aid 
the surgeon in making an early differential diagno- 
sis. He emphasizes that if death is to be prevented, 
auricular tamponade secondary to the sudden 
development of hemopericardium must be promptly 
recognized and relieved. ‘“‘The surface wound is 
trifling, and insignificant hemorrhage appears ex- 
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ternally, yet it may prove rapidly fatal. The blood 
is retained in the pericardial sac, for rarely is the 
chest wound sufficiently patent to allow free escape 
of blood, and a communication with the pleural 
cavity infrequently exists.’’ 

The injury is followed after a few minutes by a 
“mortal” pallor which is associated with engorge- 
ment of the jugular vein, a picture definitely 
indicating collapse of the circulation from auricular 
tamponade. The entire picture resembles that of 
traumatic shock and hemorrhage, but most of the 
symptoms and clinical phenomena are secondary to 
failure in the greater circulation from imperfect 
ventricular filling. 

The relationship between the pain in angina 
pectoris and myocardial wounds is explained on the 
basis of cases treated by the author and cases cited 
from the literature. 

Data of importance in the interpretation of 
electrocardiograms are presented. 

The discussion of the treatment includes the choice 
of anesthetic, the operative technique, the tech- 
nique of suture, and the postoperative care. 

Seven cases are reported with electrocardiograms, 
schematic sketches showing the lesions, drawings, 
and photographs. SAMUEL J. FoGEtson, M.D. 


Arens, R. A., and Stewart, E.: Pneumopericardium 
Following a Foreign Body in the (sophagus. 
Radiology, 1934, XXii, 334. 


Forty-nine cases of pneumopericardium have been 
reported in the literature since the condition was 
described by Bricheteau in 1844. In a few of the 
cases the condition was the result of gas production 
from infected pericardial fluid. Only four cases of 
pneumopericardium resulting from foreign bodies 
in the oesophagus have been reported. In the ma- 
jority of the cases the condition was due to trau- 
matic perforation of the pericardium from within or 
from without, perforation into the pericardium 
from a neighboring organ, or perforation of a dis- 
eased pericardium into a neighboring organ. 

The authors’ case was that of an infant eighteen 
months old. The child had been well until five 
months before admission to the hospital, when there 
was bleeding from the bowel for a day, followed by 
tarry stools. A month later bright red blood was 
passed with the stool. At this time the baby pre- 
sented clinical signs of severe hemorrhage. At the 
time of its admission to the hospital it had had a 
cough for five days. 

A roentgenogram of the chest was taken because 
pneumonia was suspected. This revealed a pneumo- 
pericardium and an open safety pin lying in the 
cesophagus between the seventh and tenth ribs pos- 
teriorly. An attempt to dislodge the pin with the 
a ofan cesophagoscope was unsuccessful. 

The child died five days after its admission to the 
hospital. The clinical diagnosis was confirmed by 
postmortem examination. 

Two outstanding symptoms of pneumopericar- 
dium are precordial pain and attacks of dyspnoea. 


[21 


On percussion, normal pericardial dullness is 
replaced by a shifting area of tympany over the 
precordium. The heart sounds are diminished. The 
roentgenogram yields the most positive findings and 
confirms the diagnosis. Ear O. Latimer, M.D. 


Paessler, H. W.: The Origin and Treatment of Ad- 
hesive Pericarditis (Zur Entstehung und Be- 
handlung der schwieligen Perikarditis). Deutsche 
Ztschr. f. Chir., 1933, cexli, 350. 

Adhesive pericarditis causes interference with 
the blood flow to the ven cave leading to ascites 
and cirrhosis of the liver. Operation for this condi- 
tion was first advised by the internist, Delorme, in 
1898, and next by Brause, in 1902. Brause called his 
operation “cardiolysis” as he made a window in the 
bony chest wall to permit expansion of the heart 
during systole. However, this operation was suc- 
cessful in only a small number of the cases. The 
liberation of intrapericardial adhesions advised by 
Delorme and Vollhard was achieved first by Hallo- 
peau in rg1o and then by Delageniére in to11 and 
by Rehm in 1912. The first successful resection of a 
portion of adherent pericardium was done by Sauer- 
bruch in 1913. Schmieden then performed it four- 
teen times. To date, seventy-one cases have been 
operated upon. 

In Paessler’s opinion, the grouping of various op- 
erative techniques for pericarditis suggested in 1932 
by Lenormant is not feasible. According to Schmie- 
den, pericardiectomy (decortication) is the surest 
method in most cases. Only when the symptoms are 
due chiefly to adhesions between the diaphragm and 
the mediastinum on one side and the pericardium on 
the other can fenestration of the chest wall or phren- 
ectomy lead to the desired results. The author 
summarizes the operative results in nineteen cases 
treated at the Frankfort Clinic, five treated at the 
Laewen Clinic, and forty-seven reported in the liter- 
ature. The late results are poorer than the immedi- 
ate results. This is shown by tables. In some cases 
the improvement or recovery becomes questionable 
after several years. The relapse is due, not to recur- 
rence of the pericarditis, but to the underlying dis- 
ease, namely, the “‘rheumatic infection,” of which 
the pericarditis was only a manifestation. 

According to the material of the Pathological In- 
stitute of Leipzig seven-tenths of the cases of peri- 
cardial adhesions are caused by rheumatism and only 
one-tenth by tuberculosis. Paessler discusses the 
pathological and clinical manifestations of rheuma- 
tism and emphasizes the view of Roessle and Tala- 
jew, based on the pathological studies of Aschoff and 
Klinge, that rheumatism has lost its indefinite char- 
acter and has become, to a certain extent, an ana- 
tomically definite disease. 

Of the nineteen cases treated at the Frankfort 
Clinic, ten were due to rheumatism, two to tubercu- 
losis, and seven to an unknown cause. Of five cases 
treated at the Koenigsberg Clinic, one was due to 
rheumatism, one was due to tuberculosis, and three 
were due to an unknown cause. Of the forty-seven 
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cases reported in the literature, fifteen were due to 
rheumatism, eleven to tuberculosis, and nineteen to 
an unknown cause. Paesseler emphasizes that in all 
cases of adhesive pericarditis, the operative treat- 
ment must include the removal of foci of infection 
such as the tonsils. He reports four cases in which 
the favorable initial effects of pericardiectomy were 
maintained for a longer time by tonsillectomy. 

Case reports from the Frankfort and Koenigsberg 
Clinics and the world literature are presented. 

FRANz (Z). 


CSOPHAGUS AND MEDIASTINUM 


Hurst, A. F.: Some Disorders of the sophagus. 
J. Am. M. Ass., 1934, cli, 582. 


The author discusses four cesophageal syndromes 
which are still insufficiently recognized. 

The dysphagia of anemic women is a syndrome 
occurring only in middle age. The anemia is of the 
hypochromic microcytic type. As a rule it is asso- 
ciated with achlorhydria or hypochlorhydria, and 
occasionally, in severe cases, with splenomegaly. 
Atrophic glossitis is present constantly, and this con- 
dition of the mucous membrane extends to the 
pharyngo-cesophageal junction. The dysphagia is 
due to a disturbance of the neuromuscular mecha- 
nism. When food is propelled by the tongue into the 
pharynx under normal conditions the normally 
closed pharyngo-cesophageal sphincter formed by 
the cricopharyngeus muscle relaxes, but in the con- 
dition under discussion this laxation redoes not occur 
and in some cases a spasm may result. 

The anemia can be cured by the administration of 
2 gm. of iron and ammonium citrate three times a 
day after meals and the glossitis improved by the 
administration of liver extract. The dysphagia can 
be cured by passing mercury bougies of increasing 
diameter. In cases in which spasm and not achalasia 
is present, considerable difficulty may be occasion- 
ally experienced in passing the instrument. 

Achalasia of the cardiac sphincter (so-called car- 
diospasm) is a syndrome characterized by enormous 
dilatation and hypertrophy of the oesophagus with- 
out hypertrophy of the cardiac sphincter, which does 
not relax normally when a peristaltic wave reaches 
it, thus supporting an 8-in. column of water or food 
at all times and allowing only an excess of liquid or 
food over the 8-in. column to enter the stomach 
through the sphincter. Because of the normal clo- 
sure of the pharyngo-cesophageal sphincter there is 
no regurgitation of liquids. 

As the cardiac sphincter has never been found 
hypertrophied in this condition, the old name “car- 
diospasm”’ is not applicable. Consequently the au- 
thor asked Sir Cooper Perry to invent a synonym for 
‘absence of relaxation of the cardiac sphincter”; he 
suggested the combination achalasia, derived from 
a, absence of, and yaXaots, relaxation. 

In 1925, Rake found degenerative changes of 
Auerbach’s plexus at the lower end of the cesophagus 
resulting in more or less complete disappearance of 


the ganglion cells in ten specimens obtained from 
various sources. His results have since been con- 
firmed by four other investigators. Therefore this 
apparently functional condition is in reality organic 
disease of Auerbach’s plexus. 

Achalasia of the cardia can often be cured by the 
use of a wide tube containing mercury. If the dila- 
tation is so great that the mercury bougie coils up in 
the oesophagus, the sphincter may be stretched from 
below by fingers introduced through the stomach, as 
was first done by Mikulicz in 1882. 

Chronic peptic ulcer of the cesophagus gives rise to 
a syndrome characterized by discomfort or pain oc- 
curring under the xiphoid while solid food is being 
eaten and less frequently half an hour or more after 
meals. The pain often radiates to the back. Early, 
it is relieved by alkalies, but later it is prolonged and 
followed by regurgitation so that the patient is often 
afraid to eat. Hamatemesis may be severe and fatal. 
The usual cause of death is perforation. A fibrous 
stricture may develop and lead to more or less com- 
plete obstruction. 

An cesophageal ulcer has all the anatomical char- 
acteristics of a chronic peptic ulcer. Heterotopic 
gastric mucosa which probably secretes acid gastric 
juice has been found in the cesophagus. The ulcer is 
always situated above the cardiac sphincter. The 
condition is rare. 

The treatment of choice is a temporary gastros- 
tomy. In early cases, rest, alkalies, a milk diet, and 
atropine may cure the condition. Cicatricial stenosis 
may be treated by gradual dilatation before the 
stoma closes. 

The recurrent hiatus hernia syndrome of von 
Bergmann is characterized by pain and a sensation 
of pressure in the upper abdomen associated with 
slight dysphagia or anginoid symptoms occurring 
chiefly or only at night when the intra-abdominal 
pressure is increased by forward bending or in the 
prone position. Acid regurgitation is common. In 
some cases vomiting is the only symptom. The her- 
nial sac may become inflamed or ulcerated, with the 
production of hematemesis or the passage of occult 
blood in the stools. 

The attacks cease when the patient drinks aefated 
water causing rapid distention of the stomach or 
when he assumes an erect position. 

Intermittent hiatus herniz are never recognized in 
roentgen examinations if the opaque meal is taken in 
the erect position, but are often accidentally dis- 
covered when the opaque meal is taken in the prone 
position. The hernia, which is never larger than a 
walnut, disappears when the patient stands. 

In contrast to the familiar type of non-traumatic 
diaphragmatic hernia which is due to congenital 
shortness of the cesophagus, the hiatus hernia is as- 
sociated with an cesophagus of normal length. This 
condition is seen niost frequently in elderly persons 
whose tissues are abnormally lax. 

The diurnal attacks can be prevented by the 
avoidance of bending and of constriction of the ab- 
domen by clothing. Carbohydrate intestinal dys- 
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pepsia should be prevented. Postprandial attacks 
of pain can be prevented by the drinking of efferves- 
cent beverages with the meals to increase the intra- 
gastric pressure. Nocturnal attacks can be pre- 
vented by raising the head of the bed so that the pa- 
tient is in a semi-sitting position. An ulcer diet 
should be given if the hernial sac is inflamed. 
J. Epwin Kirkpatrick, M.D. 


Bonser, G. M.: The Epithelial Nature of the Oat- 
Cell Tumor of the Mediastinum. J. Path. & 
Bacteriol., 1934, XXxviii, 209. 


An analysis of 125 intrathoracic tumors studied at 
Leeds yielded additional evidence indicating that 
the oat-cell tumor is of an epithelial nature. Fifty- 
nine of the tumors were of the oat-cell type. The 
ratio of males to females with these tumors was 
4.4:1. The average age of the patients was forty- 
six years, but in 8 cases the tumor occurred before 
the age of thirty. 

The oat-cell tumors and other carcinomata dis- 
seminate with the same relative frequency and in 
very much the same manner. The other lung in- 
cluding the hilar glands is practically never invaded 
by the oat-cell tumor. Peet cites this fact as evi- 
dence against a lymphatic origin. The suprarenal 
gland is more often invaded by carcinoma, and the 
pancreas by the oat-cell tumor. Three of the tu- 
mors reviewed were of the small oat-cell type and 
would have been classified previously as sarcomata. 

The author reports 2 cases in which the tumor was 
unsuspected during life and arose from the wall of a 
medium-sized bronchus in the substance of the 
lung. He believes that these 2 tumors were derived 
from the epithelial lining of the bronchus. 

Georc_E A. Cottert, M.D. 


MISCELLANEOUS 


Trémoliéres, F., Tardieu, A., and Caquot, G.: The 
Diagnosis of Diaphragmatic Hernia of the 
Stomach (Le diagnostic de la hernia diaphragma- 
tique de l’estomac). Presse méd., Par., 1934, xlii, 
292. 


None of the gastric, cardiac, or pleuropulmonary 
signs of diaphragmatic hernia of the stomach is 
pathognomonic, but certain combinations of them 
are very suggestive. Early gastric pain relieved by 
lying down and associated with paradoxical dyspha- 
gia, i.e., greater ease in the swallowing of large mor- 
sels than in the swallowing of food chewed fine, and 
a cardiopulmonary syndrome caused by a full stom- 
ach and relieved by the frequent and copious vomit- 
ing of mucus accompanied by a rhythmical gurgling 
which is synchronous with respiratory or cardiac 
movements are signs indicating roentgen examina- 
tion, the only means by which a definite diagnosis 
can be made. 

Roentgen examination may show the biloculated 
hour-glass image of acquired hernia by rotation. As 
a rule the cardiac pocket which fills first is subdia- 
phragmatic. In the constricted part which follows 
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it the opaque bolus moves upward, fills the thoracic 
pocket, and then moves down and fills the duodeno- 
pyloric part. This is the picture when the gastro- 
phrenic ligament is intact. In other cases the stom- 
ach has an hour-glass shape, but the cardiac part is 
supradiaphragmatic while the prepyloric part, the 
pylorus and the bulb of the duodenum, remain in the 
abdomen, maintaining their normal relations with 
the lower surface of the liver. At a more advanced 
stage of acquired hernia and in congenital hernia the 
whole stomach may be in the thoracic cavity. It 
takes on the most unexpected forms from folding or 
rolling on itself. It may be divided into three or 
even four pockets. Certain paracesophageal stom- 
ach hernia, called for brevity ‘congenital hernix of 
the cesophagus,”’ present a picture similar to that of 
herniz of the hiatus. The stomach is pear-shaped 
and not biloculated. 

The roentgenogram of diaphragmatic hernia of 
the stomach is not always so easy to interpret. The 
relationship between the hernia and the diaphragm 
is sometimes difficult to make out. The small hernia 
of the hiatus generally escapes detection on exami- 
nation in the ventral direction. The fornix becomes 
insinuated into the hiatus which is insufficient. It 
fills best with the patient in dorsal, ventral, or lateral 
decubitus or the Trendelenburg position. When the 
clinical signs suggest the probability of diaphrag- 
matic hernia a roentgen examination should be made 
with the patient standing and lying down. When the 
patient is standing the fornix is no longer beneath 
the left arch of the diaphragm but is found beneath 
the central tendon, a region which moves only 
slightly on respiration. Therefore the gastric 
shadow moves very little on respiration. Displace- 
ment of the fornix beneath the central tendon and 
relative immobility of the stomach during inspira- 
tion are probable signs of occult hernia. The size of 
the hernia varies on compression of the abdomen. 

The differential diagnosis of diaphragmatic hernia 
from other conditions with which it may be con- 
fused is discussed. The latter include epiphrenic di- 
verticulum of the cesophagus, dilatation of the car- 
diac antrum, paracardiac gastric diverticulum, even- 
tration of the diaphragm, and inhibition of phrenic 
innervation of the diaphragm. 

AupREY Goss Morcan, M.D. 


Morrison, L. B., Morrison, S. L., and Delaney, J. H.: 
Herniation of the Fundus of the Stomach 
through the (sophageal Hiatus; with Special 
Reference to Its Roentgenological Diagnosis. 
New England J. Med., 1934, ccx, 624. 


The authors consider only hernie of the cesophag- 
eal orifice. They discuss particularly their roent- 
genological study. They define hernia of the ceso- 
phageal orifice as a protrusion of a portion of the 
fundus of the stomach into the thorax through the 
cesophageal hiatus of the diaphragm. This condi- 
tion has been found to be more common than was 
formerly thought. Diaphragmatic herniz were first 
described by Paré and Petit. 
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The greater frequency of roentgen examination of 
the gastro-intestinal tract has resulted in the more 
frequent diagnosis of hernia of the cesophageal ori- 
fice. It is believed that hiatal hernie constitute 
approximately two-thirds of non-traumatic and one- 
third of all diaphragmatic herniz. 

The authors divide hiatal hernie anatomically into 
the following three groups: 

1. Short oesophageal hernie. These are the most 
uncommon. 

2. Para-cesophageal herniz. 

3. Hernie in which the cesophagus is not short- 
ened, but the distal end is included in the hernial 
sac. This is the most common type. 

The short cesophageal hernia may be due to an 
abnormally far anterior position of the anlage of the 
stomach in the digestive tract or to idiopathic delay 
in the elongation of the cesophagus. The other types 
may be congenital or acquired. Congenital herniz 
result from delay in the closure of the omental bursa. 
Acquired forms result from indirect trauma causing 
increased intra-abdominal pressure. Diaphragmatic 
hernie have no characteristic syndrome; their symp- 


toms vary. The most common complaint is vague 
pain or distress under the ensiform accompanied 
by regurgitation in the recumbent position. 

Roentgen study is essential for a final diagnosis. 
A fluoroscopic examination should be made with the 
patient in the prone, supine, and oblique positions. 
Menge’s position (the patient lying face down with 
the right arm extended alongside the body, the left 
arm on a pillow, and the knee drawn up so that the 
body rotates somewhat obliquely to the left, giving 
a view of the mediastinal space) is the most satisfac- 
tory position. Roentgen differentiation of the three 
types of hiatal hernia is possible in typical cases. 

The treatment includes preventive measures, reg- 
ulation of the diet, and measures for the relief of 
symptoms. For the relief of severe symptoms not 
alleviated by non-surgical measures, surgical repair 
is necessary. Reduction of short cesophageal herniz 
is usually unsuccessful. Phrenicotomy may be per- 
formed in cases of hiatal hernia in which radical 
operation is contra-indicated and as a pre-operative 
measure for reduction. Recurrence of hiatal hernia 
is frequent. ALton Ocusner, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Cherner, M.: Indirect Inguinal Hernia in the Light 
of the Newer Interpretation of Anatomy. Ann. 
Surg., 1934, XCix, 577. 


Cherner is of the opinion that the so-called open- 
ings or structures forming the openings through 
which the viscus appears in indirect inguinal herniz 
are the primary causes of the herniz and to be con- 
sidered, not as defects or faults in the body, but as 
definite well-planned exits of structures which, 
through evolutionary changes, have been found to 
be maintained most advantageously outside the 
abdominal cavity. 

The primary factors in the development of the 
average anatomical pattern of the lower ventral 
abdominal wall are: (1) the development of an un- 
differentiated abdominal wall plate, and (2) the 
development of the gubernacular cord within this 
abdominal wall plate. 

The author’s theories regarding the formation of 
indirect inguinal hernie may be summarized as 
follows: 

1. The universal valve pattern and variations of 
that pattern are a cause of hernie (evoluting process) 
and govern their size, shape, and tension. 

2. The external oblique muscle plays only a pas- 
sive réle in the resistance to intra-abdominal pressure. 

3. The external ring has no influence in the pre- 
vention of viscus exit and therefore should not be 
given the position of primary importance it now 
occupies in the examination of employees. 

4. The internal arch formation of the transversalis 
and internal oblique muscles should be the primary 
consideration in all examinations since it is the active 
preventive of viscus exit. 

5. Attention should be focused on the variational 
rather than the average anatomy as a basis for 
technique. 

6. The surgeon should devise a technique to rem- 
edy the structural failure in the individual case 
rather than adhere to a surgical routine. 

ALTON OcHSNER, M.D. 


Menegaux, G.: So-Called Transmesocolic Hernize 
(Les hernies dites transmésocolique). J. de chir., 
1934, xliii, 321. 

Herniz through the transverse mesocolon are very 
rare. The author was able to collect only fifty-nine 
cases from the literature. To these he adds a case 
of his own. He divides such hernie into two groups, 
those without a sac and those with a sac made up 
of a thinned-out portion of one or both leaves of the 
mesocolon. The former are always large because 
there is nothing to prevent free ingress of the small 
intestine into the lesser peritoneal sac. The fact 


that the defects in the mesocolon are unusually large 
explains the infrequency of strangulation. Intestine 
passing through the orifice may remain in the lesser 
peritoneal cavity, escape through the foramen of 
Winslow, or perforate the gastrocolic ligament or the 
lesser omentum. In a few cases the viscus is the 
stomach instead of the small bowel. 

The pathogenesis of mesocolic hernia is still dis- 
puted. In over half of the cases there is an associated 
gastric or duodenal ulcer. 

The clinical picture is very variable. In some of 
the cases reviewed the symptoms of hernia were 
completely overshadowed by those of an associated 
peptic ulcer. Some of the patients presented the 
signs of acute obstruction, and others those of sub- 
acute or chronic intestinal occlusion. In a few cases 
the condition was entirely latent or produced only 
vague digestive disturbances. The X-ray may be 
of great aid in the diagnosis. 

The treatment is surgical. It consists in reduction 
of the herniated bowel and closure of the aperture. 
Reduction is usually not difficult as adhesions are 
uncommon. Closure of the aperture may present a 
problem if the defect is very large. 

Leo M. Zrmerman, M.D. 


Billi, A., and Greco, T.: A Contribution to the 
Experimental Study of So-Called Biliary Peri- 
tonitis and the Effect upon It of Vagotomy 
(Contributo allo studio sperimentale delle cosidetto 
peritoniti biliari e all’influenza su di esse della 
vagotomia). Clin. chir., 1934, X, 42. 

The authors review the literature and report ex- 
periments they carried out to determine the effect 
of the nervous system on the form of choleperitonitis 
which is commonly called “biliary peritonitis.” As 
the results of section of the vagus reported in the 
literature have often been contradictory and as the 
lesions were often produced by a technique markedly 
at variance with the processes occurring in clinical 
cases, the authors thought it advisable to repeat 
some of the experimental work. 

In a group of eight rabbits, laparotomy was per- 
formed and bile aspirated from the gall bladder with 
a needle was cultured. In every instance the bile 
was sterile. Before the abdomen was closed, inci- 
sions were made in various portions of the gall 
bladder and left open. Six of the eight animals died 
in from fourteen to forty hours. 

In a group of twelve rabbits similar operations 
were done and vagotomy was performed in addition. 
All of the animals died in from fourteen to thirty-six 
hours. At necropsy the bile was found to be sterile 
and the most common findings were hemorrhage at 
various points in the peritoneal cavity and staining 
of the organs with bile. 
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These findings indicate that bile in the peritoneal 
cavity exerts a chemical action and does not produce 
a true peritonitis. 

The authors conclude that the course of chole- 
peritonitis is not favorably influenced by subdia- 
phragmatic section of the vagi, and that the slight 
difference in the survival of the two groups of rabbits 
may have been due simply to a difference in the rate 
of absorption of toxic products from the bile. 

EuGENE T. Leppy, M.D. 


GASTRO-INTESTINAL TRACT 


Clerf, L. H.: Foreign Bodies in the Gastro-Intesti- 
nal Tract. Surg. Clin. North Am., 1934, Xiv, 77. 


The author states that while there is unanimity of 
opinion regarding the diagnosis and treatment of 
foreign bodies in the oesophagus, there is consider- 
able disagreement regarding the proper treatment of 
such bodies in the stomach and intestines. As the 
cesophagus is part of the alimentary canal, it should 
always be included in the examination for a sus- 
pected foreign body in the digestive tract. The most 
common and often the only symptom produced by a 
foreign body in the alimentary canal is dysphagia. A 
foreign body in the cesophagus may cause no demon- 
strable obstruction if only liquid food is given. The 
diagnosis can be established positively only by roent- 
gen examination. When the foreign body is trans- 
lucent, a radiopaque substance such as barium and 
bismuth, either in solution or in capsule form, must 
be used. The treatment is removal with the cesoph- 
agoscope. This is 100 per cent efficient. 

Foreign bodies that enter the stomach and intes- 
tines commonly pass through the pylorus and intesti- 
nal canal. Notable exceptions are long foreign bodies 
such as shawl pins, needles, hair pins, nails, and 
safety pins. These are especially prone to lodge at 
the duodenojejunal junction. The aid of a competent 
roentgenologist should be obtained to determine the 
size and location of the object and whether it will be 
able to continue its passage through the intestinal 
tract without interruption. If the foreign body re- 
mains in the stomach, gastroscopic removal aided by 
the fluoroscope is the method of choice. For cases 
in which foreign body has reached the intestinal 
tract when it is first observed, the following proce- 
dures are recommended: 

1. Frequent fluoroscopic examination. 

2. Continuation of the patients’ usual diet. 

3. The avoidance of all forms of medication that 
will stimulate intestinal activity. 

If acute abdominal symptoms suggesting perito- 
neal irritation develop, surgical removal may be 
necessary. ARTHUR L. SHREFFLER, M.D. 


Shallow, T. A.: The Treatment of Foreign Bodies 
in the Gastro-Intestinal Tract from the Sur- 
geon’s Viewpoint. Surg. Clin. North Am., 1934, 
Xiv, 57. 

Teamwork is necessary for success in the manage- 
ment of foreign bodies in the gastro-intestinal tract. 


No definite rules can be laid down for all cases. Each 
case must be treated according to its individual re- 
quirements. For the successful removal of a foreign 
body which has passed the cesophagus the aid of the 
roentgenologist is always necessary. The cesopha- 
goscopist’s part is played when the foreign body is 
lodged in the cesophagus or is retained in the stom- 
ach. If the patient is seen before the foreign body 
has passed the pylorus, there will be no need for a 
surgeon. The endoscopic procedure has no mortal- 
ity. Surgical removal is indicated in cases of per- 
sistently lodged foreign body. It is difficult for a 
foreign body to pass through the duodenum, but 
when it does so it will usually pass entirely through 
the gastro-intestinal tract. 

The indications for open surgical intervention are: 

1. A persistently lodged foreign body which is 
shown to be in the same position on repeated X-ray 
examinations. 

2. A foreign body which causes persistent ab- 
dominal pain. 

3. A foreign body lodged at any point in the in- 
testinal tract which causes pain, tenderness, and 
rigidity—indicating that it has penetrated the intes- 
tinal wall and is producing a local peritonitis. 

Immediately before the patient is placed on the 
operating table, a roentgenogram should be made to 
determine the location of the foreign body and to 
compare its location then with its location as shown 
by the previous X-ray examination. 

If the foreign body has moved and there are no 
indications of peritonitis, operation should not be 
ae and the patient should be returned to 
bed. 

When the foreign body is found in the first or sec- 
ond portion of the duodenum, it can readily be re 
turned by manipulation into the stomach where its 
removal may be accomplished without difficulty and 
without the risk of producing a narrowing of the 
duodenum. When the foreign body is in the third 
portion of the duodenum, this procedure should be 
attempted but is not accomplished so easily. 

The removal of foreign bodies from the intestinal 
tract below the duodenum is not difficult, but the 
author questions whether it is necessary unless there 
is evidence of perforation indicated by peritonitis. 

Surgical intervention should not be recommended 
unless repeated X-ray examination or evidence of 
perforation shows that the foreign body will not pass. 

Having traversed the duodenojejunal junction, 
the foreign body will usually pass out of the body 
without interference. 

In cases of persistently lodged foreign bodies and 
those with evidence of peritonitis or constant pain 
surgical intervention is necessary. 

Cuartes F. Du Bors, M.D. 


Aitken, R. S.: The Treatment of Profuse Bleeding 
from the Stomach and Duodenum. Lancet, 
1934, CCXXVi, 839. 


Aitken reports a study of the records of 63 cases 
of profuse bleeding from the stomach and duodenum 
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which were treated at the London Hospital in the 
period from 1929 to 1933. In thirty-one, strictly 
medical treatment was given; in eleven, medical 
treatment with the addition of blood transfusion; 
and in twenty-one, surgical treatment. 

Of the thirty-one patients given strictly medical 
treatment, seventeen, with an average age of fifty- 
one years, died and fourteen, with an average age 
of forty-one years recovered. When one patient 
seventy-four years old, three patients with malig- 
nancy, and an infant two days old are excluded, 
there remain twenty-six patients given medical 
treatment alone, twelve of whom died of gastric or 
duodenal hemorrhage while under the treatment. 

In the eleven cases treated medically with the 
addition of blood transfusion there were three 
deaths. The average age was forty-one years. 

In the cases treated surgically there were seven 
deaths and the average age was forty-five years. In 
all of the cases in this group the operation was per- 
formed to obtain hemostasis. 

From this study the author draws the following 
conclusions: 

1. A distinction should be made clinically between 
grave cases and less severe cases. Recurrent bleeding 
is often, but not always, grave. Cases in which the 
red cell count falls below 2,000,000 or the hemo- 
globin decreases below 40 per cent (on a scale on 
which the normal is 100) will usually be grave. 
However, the distinction should be based on con- 
sideration of the clinical picture as a whole. 

2. The less severe cases should be treated accord- 
ing to accepted medical principles. 

3. The grave cases should be treated medically, 
with the patient in bed. Sufficient morphine should 
be administered to insure complete rest, and a 
transfusion of about 500 c. cm. of blood should be 
given, without moving the patient from his bed, 
after careful cross-grouping. 

4. If further bleeding is indicated by subsequent 
hematemesis or a rising pulse rate, the transfusion 
should be repeated once or twice within from 
twenty-four to forty-eight hours or when necessary. 

5. If bleeding still continues and the patient’s 
condition deteriorates, operation should be under- 
taken promptly and another transfusion given. The 
operation should probably be restricted to the 
minimal procedure necessary to find and secure the 
bleeding point. SAMUEL J. FoGELson, M.D. 


Mueller, H.: Geographic Distribution of Peptic 
Ulcer. Am. J. Surg., 1934, xxiii, 497. 


A study of the mortality statistics of the United 
States, Mexico, Argentina, the West Indies, Panama, 
Africa, Syria, India, China, the Dutch East Indies, 
Australia, England, France, Germany, Russia, 
Italy, and Denmark showed that the incidence of 
peptic ulcer varies not only from country to coun- 
try, but also within each country. Latitude has 
apparently no effect upon it as in Denmark, which 
is in the same latitude as Leningrad, Russia, the in- 
cidence of peptic ulcer is 16.7 per cent, whereas in 
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Russia it is only 0.8 per cent. ‘The high incidence in 
Denmark may be explained by the fact that the 
Danes often eat six meals a day. 

Peptic ulcer was found as a general rule to be 
more frequent in the white race than in the colored 
race and much more frequent in males of both races 
than in females. In the United States it is relatively 
rare in colored females. 

A curious phenomenon noted was a decrease in 
the occurrence of ulcer in Caucasians living in the 
tropics. However these Caucasians exhibited no 
racial immunity such as that shown by the negro 
in the West Indies. In the West Indies negroes are 
not subject to ulcer, whereas in Panama, during the 
construction of the Panama Canal, they showed 
the highest incidence of ulcer as determined by 
autopsy. In Abyssinia, peptic ulcer is found far 
more frequently in colored than in white persons. 
That malnutrition may be an important factor in 
its development was demonstrated by the increase 
in the incidence of ulcer which occurred during the 
War in Germany and by the constantly high inci- 
dence of the lesion in Abyssinia and India. 

SAMUEL J. Focetson, M.D. 


Hinton, J. W.: Chronic Pancreatitis Associated 
with Peptic Ulcer. Arch. Surg., 1934, xxviii, 580. 


In the Fourth Medical and Surgical Divisions of 
the Bellevue Hospital, New York, 583 patients with 
peptic ulcer have been studied during the last five 
years. One hundred and forty-three had been 
operated upon before they entered the clinic. Of 
these, 71 were operated upon for chronic ulcer and 
72 for acute perforated ulcer. 

The purpose of the clinic is to determine the best 
method or combination of methods to be used in 
treating such patients conservatively. Operation is 
performed only as a last resort. Among the recog- 
nized indications for operation is pain which has 
resisted all methods of medical treatment. Pain of 
this type occurred in 33 of the cases reviewed. In 
some of these cases the associated pancreatitis was 
marked. Thirteen such cases are reviewed briefly. 
The most important aid to the diagnosis of chronic 
pancreatitis in the advanced stages is the history. 
The patient usually complains of pain more severe 
than that previously experienced. The dull discom- 
fort when the ulcer was first diagnosed has ceased. 
Food affords little relief. Night pain is often severe 
enough to necessitate the use of a sedative. The 
pain radiates directly to the lumbar region and is 
usually felt on both the right and the left side of the 
spine. The results of physical examination are other- 
wise negative. Routine laboratory work has afforded 
little help in determining the course of these lesions. 
When the diagnosis of associated pancreatitis is 
made operation should be performed immediately 
as delay renders the prognosis less favorable. The 
author calls attention to the fact that in 141 of the 
cases reviewed laboratory work was of no aid in 
determining the course of either a gastric or a duo- 
denal ulcer. SAMUEL J. FocELson, M.D. 
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Jaki, G.: Intestinal Occlusion from Strangulation 
(Darmverschluss durch Abschnurung). Orvosi hetil., 
1933, PP- 1016, 1040. 

During the past ten years in the Huettl Clinic 
(Debreczen, Hungary), 70 operations were per- 
formed on 67 patients for intestinal occlusion due 
to strangulation of the intestine. These cases were 
found among 293 cases of intestinal occlusion due to 
various causes. Twenty-eight of the 67 patients 
died. No classification of the cases on the basis of 
age or sex was possible. Most of the patients were 
between the ages of fifteen and fifty years. Fifty-six 
of the strangulations were caused by a cord-like 
strand of tissue of inflammatory origin; 10, by a 
Meckel diverticulum; and 2, by a developmental 
anomaly. In 2 cases the constricting band was the 
small intestine itself. In 3 cases, strangulation oc- 
curred twice. Of 53 patients, 26 had had a previous 
abdominal operation. The most common previous 
operations were appendectomy and gynecological 
interventions in the small pelvis. 

In the formation of the strangulating bands the 
chief réle was played by abdominal inflammatory 
processes resulting in peritonitis. Gastro-intestinal 
perforations were not among the etiological proc- 
esses. Tuberculous peritonitis causes strangulation 
only very rarely. In 5 of the cases reviewed the 
strangulation occurred during pregnancy or the 
puerperium. In these cases it was produced by the 
gravid uterus itself or by adhesions between the 
uterus and neighboring structures. In intestinal 
strangulation occurring in pregnancy or the puer- 
perium the prognosis is extremely unfavorable and 
the diagnosis very difficult. In 8 of the cases re- 
viewed the cause of the strangulating bands could 
not be determined. 

To prevent the formation of adhesions after op- 
eration the operative procedure must be carried out 
as gently as possible. Attempts to prevent adhesions 
by the use of chemical solutions have been unsuc- 
cessful. The avoidance of drainage and tamponade 
is recommended. However, the danger lies, not in 
the drain or tampon itself, but in the inflammatory 
process which they combat and the constitutional 
characteristics of the patient. Careful covering of 
injured peritoneal surfaces (burial of the appendix 
stump) is important. Bands of tissue are often pres- 
ent for years without causing symptoms. As a rule 
the band is formed from the omentum. The char- 
acteristic omental tissue is slowly changed into a 
firm, fibrous, rounded cord. In some cases the strand 
originates from the peritoneum. The constriction 
shuts off either the venous circulation alone or both 
the venous and the arterial circulation. The out- 
come depends on whether a short or a long loop of 
intestine is strangulated. When the loop is short, 
toxemia develops slowly, whereas when it is long, 
death results relatively rapidly from shock. 

The interval of time between the abdominal oper- 
ation and the occurrence of the strangulation in the 
cases reviewed was less than six months in 50 per 
cent, less than a year in 70 per cent, and more than 


a year in 30 per cent. In 3 cases the strangulation 
occurred before the operative wound healed. 

Of 70 cases exclusive of those in which the strangu- 
lation was due to Meckel’s diverticulum, the stran- 
gulation occurred in the lower ileum in 48 (80 per 
cent), the upper ileum in 3 (5 per cent), and at the 
ileojejunal junction in 5 (8.33 per cent). In 5 cases 
it involved the large intestine. In 2 cases it in- 
volved the caecum and in 1 case each the transverse 
colon and the sigmoid. Strangulation due to Meck- 
el’s diverticulum involved the lower ileum in 9 cases 
and the ascending colon in 1 case. The most com- 
mon site of strangulation is the lower portion of the 
ileum. This part of the intestines is involved in 90 
per cent of cases. The frequency of its involvement 
is due to topographical and anatomical factors. 

The mortality was 60 per cent in the reviewed 
cases of strangulation due to Meckel’s diverticulum, 
37 per cent in those in which it was due to an in- 
flammatory band, and 50 per cent in those in which 
it was due to the small intestine itself. In 25 of 28 
fatal cases the cause of death was peritonitis, in 1 
case, myocardial degeneration; and in 2 cases, gen- 
eralized tuberculosis. 

All of the 3 patients who were operated upon on 
the first day recovered. Of these, 1 was operated on 
within six hours and two were operated upon at the 
end of twenty-one hours. In the cases in which op- 
eration was not done until the second day the mor- 
tality was 30 per cent. Thereafter the mortality 
curve rose sharply, ultimately reaching too per cent. 

In 44 cases in which the constricting band was 
merely cut and the stump buried, the mortality was 
18.19 per cent, whereas in 19 cases in which intesti- 
nal resection was done the mortality was 73.68 per 
cent. Of the cases coming for operation on the sec- 
ond day, intestinal resection was necessary in 50 per 
cent. Lowering of the mortality can be attained 
only by early diagnosis. 

After the development of the characteristic symp- 
toms of intestinal strangulation, surgery is the only 
possibility. To determine the site of the strangula- 
tion, simple abdominal roentgenoscopy is of great 
importance. The operative procedure should be as 
conservative as possible. General anesthesia is pref- 
erable to local anesthesia. High spinal anesthesia 
is best. Enteropuncture or enterotomy does not ap- 
pear to be of much value and should be avoided, 
especially when intestinal resection is not to be done. 

In the after-treatment, restoration of intestinal 
motility is of chief importance. E. Ittfs (Z). 


Holt, R. L.: The Pathology of Acute Strangulation 
of the Intestine. Brit. J. Surg., 1934, xxi, 582. 


The author divides acute intestinal strangulations 
into those in which the venous circulation alone is 
obstructed and those in which both the arterial 
circulation and the venous circulation are blocked. 
A further subdivision into long-loop, intermediate, 
and short-loop strangulation is necessary as Foster 
and Hausler have demonstrated the great dissimi- 
larity in the resulting phenomena. 
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In the investigations reported it was found that in 
strangulation of a long loop (over 40 cm. in the dog), 
the loop becomes engorged with blood plasma and 
cells. As much as 50 per cent of the circulating blood 
may be withdrawn into the area, which is incompati- 
ble with life. This bears out Blalock’s work on 
experimental shock. 

In strangulation of loops of shorter length, the loss 
of blood was insufficient to cause death. Bacteria 
soon invaded the strangulated loop and a large 
amount of exudate was poured from the segment. 
At first, the exudate was very similar to blood plasma 
and non-toxic, but after about twenty hours it 
became dark and fcetid, and on intraperitoneal 
injection into an animal caused death. By replacing 
the loop contents with water and air, the author 
demonstrated that the origin of the toxic substance 
was the wall of the gut rather than the intestinal 
contents. He found that the toxin is heat-stabile 
and that its virulence is not increased by boiling, 
also that it does not pass through a Berkfeld filter. 
It appears to be a proteose, not an exotoxin. 

Pressure within the strangulated loop is at first 
maintained by tonic contractions of the intestinal 
musculature. After the musculature has lost its 
tone, it is maintained by the formation of gas. This 
pressure probably prolongs the period of exudation 
long after thrombosis of the vessels has occurred. 
In very short loops the amount of toxin escaping 
is not sufficient to cause death. The disintegration 
of the intestinal wall continues until perforation 
occurs. Death then results from either the obstruc- 
tion or general peritonitis. In very small strangula- 
tions, such as those seen clinically in a Richter 
hernia, death is probably caused by the dehydration 
and alkalosis accompanying the obstruction. 

WrttraM C. Beck. M.D. 


Bartlett, W., Jr.: Pyloric Balance in Ileus Treated 
by Continuous Suction from the Stomach. Am. 
J. Surg., 1934, xxiii, 484. 

The author urges continuous positive suction of 
the stomach as a curative measure and as an aid to 
the understanding of the deranged physiology of 
ileus and the course of recovery from the condition. 

To obtain such suction he uses an enema can sus- 
pended from a standard. A suction chamber is made 
by fitting a two-hole rubber stopper tightly into the 
barrel of a 20-c.cm. piston syringe. Through the 
holes in the rubber cork pass a straight and a curved 
glass connecting tube. The straight tube connects 
the suction chamber to the can and the curved tube 
leads to the nasal catheter. The suction chamber 
empties into a basin through a narrow glass tube 
connected with the tip of the s ringe by a piece of 
rubber tubing. A screw clamp is adjusted on the 
rubber connection between the can and the straight 
glass connecting rod in such a manner that it per- 
mits the water to drip from the can at the rate of 
from 60 to 80 drops per minute. 

With this apparatus the gastro-intestinal status 
can be ascertained with mathematical accuracy. It 
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is possible to measure in cubic centimeters the fluid 
passing over the pylorus per unit of time and to 
ascertain its direction under the influence of the 
tonus of the stomach and intestines and of peristalsis 
or reverse peristalsis. If the patient is not permitted 
to have fluids by mouth there are only two factors to 
be considered: how much fluid has run out of the 
can and how much fluid is in the basin. By sub- 
tracting the former from the latter the amount of 
fluid withdrawn from the stomach and duodenum is 
determined. 

However, the author prefers to give fluid by mouth 
and this adds a third factor. To determine the 
amount of fluid withdrawn in excess of the amount 
of fluid drunk, or the amount of fluid retained by 
the patient, the fluid drunk is subtracted from the 
result obtained by the calculations described in the 
preceding paragraph. 

If the result of the last subtraction is a positive 
number, if the contents of the basin are greater than 
the amount flowing from can and the amount drunk 
by the patient, the remainder has been recovered 
from the stomach and there is a negative pyloric 
balance. If, on the other hand, the amount of fluid 
in the basin is less than the sum of the fluid drained 
from the can and drunk, there is a positive pyloric 
balance as this indicates resumption of movement of 
fluid in the normal direction and progressive im- 
provement. 

The author has yet to see any harmful result from 
leaving a nasal catheter in position. The longest 
period over which he has used one continuously was 
nine days. The catheter is lubricated with white, 
sterile veseline before its passage, and oil of rose 
with a 0.5 per cent content of phenol is dropped into 
both nares every six hours. Asa rule the catheter is 
withdrawn, cleaned, sterilized, and inserted through 
the opposite nares every twenty-four hours. 

In analyzing the charts, the negative or positive 
pyloric balance per hour is determined. This is done 
by dividing the pyloric balance by the number of 
hours over which the calculations were made. When 
a positive pyloric balance of from 90 to 100 c.cm. per 
hour on continuous suction is attained and repre- 
sents well over 50 per cent of the total intake by 
mouth per hour, the nasal catheter is clamped off to 
interrupt the syphonage as well as the positive suc- 
tion. The patient is then given from 180 to 200 c.cm. 
of fluid to drink within a half hour. Two hours later 
the stomach is emptied by suction with a syringe. 
This procedure is repeated over a period of from 
eight to ten hours, and if not more than about 
30 c.cm. is recovered each time, the nasal catheter 
is removed and not more than go c.cm. of water 
per hour is given by mouth for the next twenty- 
four hours. Gradually the fluid intake is increased. 

Increasing experience with this type of treatment 
indicates that there is a large group of cases of intes- 
tinal obstruction in which the danger of death is less 
if decompression of the bowel is brought about by 
continuous suction of the stomach than if operation 
is performed more than a very few hours after the 
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onset. Cases of strangulated obstruction are obvi- 
ously not included in this group. 
Ear O. Latimer, M.D. 


Sjostrém, P. M.: Diagnosis and Disinvagination 
with the Aid of the Fluoroscope in Cases of 
Intussusception (Ueber Diagnostik und Desin- 
vagination von Darminvaginationsfaellen mit hilfe 
von Roentgendurchleuchtung). Acta chirurg. Scand., 
1934, Ixxiv, 125. 

Since 1927 the Surgical Clinic and the Roentgen 
Department of the Lund Hospital have been using 
the roentgen rays not only for the diagnosis of in- 
tussusception in children but also for disinvagination 
under visual control with the aid of a barium enema 
under pressure, massage, and taxis. During the last 
three years all cases of intussusception have been 
referred to the Roentgen Department. When dis- 
invagination is successful, the patient is kept under 
clinical observation and control. When the attempt 
fails, immediate laparotomy is carried out. 

Thirty-eight cases of intussusception have been 
examined with the roentgen rays. Disinvagination 
under the fluoroscope was tried in nearly all. In 
twenty-two cases it was successful and the child was 
discharged as recovered without operation. In the 
sixteen cases in which it failed, reduction was accom- 
plished at operation. In the cases of reduction 
under fluoroscopic control there were no deaths, 
whereas in those in which operation was done there 
were six deaths. 

It is the ileocewcal intussusception that can be 
reduced under roentgen control. Of nineteen cases 
of this type which have been treated since 1931, 
reduction under the fluoroscope failed in only one. 

Intussusception not occurring in the ileocecal 
region can frequently be diagnosed roentgenologi- 
cally and should be operated upon as soon as the 
diagnosis is made. 

Cases with a history shorter than twenty-four 
hours are the most favorable. In those with a his- 
tory longer than two days great care is necessary 
and taxis should not be attempted. 

As it cannot always be ascertained roentgeno- 
logically whether reduction has been entirely suc- 
cessful or not, a period of clinical observation follow- 
ing the attempt at reduction is an important part of 
the procedure. Roentgen disinvagination cannot be 
used as an independent method of treatment. How- 
ever, the author recommends it as a pre-operative 
method, as about two-thirds of all cases of intussus- 
ception can be cured by conservative methods and 
these do not increase the difficulties or mortality 
in the remaining third in which surgery will be 
found necessary. There is reason to believe that 
non-operative reduction will have a lower mortality 
than operative reduction. 


Wilkie, D. P. D.: Jejunal Ulcer. Ann. Surg., 1934, 
XCiX, 401. 


Postoperative jejunal ulcer occurs much more 
frequently in patients who, before operation, have 


a high gastric acidity and little gastric retention. It 
occurs but rarely in patients with pyloric or duodenal 
stenosis of long duration and low gastric acidity. It 
was in the treatment of the latter type of case that 
the reputation of the operation of gastrojejunostomy 
was founded, and if the operation had been restricted 
to that type jejunal ulcer would not be the problem 
it is to-day. 

Cases of duodenal ulcer with high acidity and 
little or no stenosis should be treated by gastro- 
duodenostomy or some other form of plastic opera- 
tion at the pylorus. Injudicious or heavy handling 
of tissues and the use of clamps at operation may 
lower the tissue vitality and thereby lead to the 
formation of a stomal ulcer in the early post- 
operative period. The operation should be regarded, 
not as a cure, but rather as an incident in the treat- 
ment of peptic ulcer. Regulation of the diet and the 
use of alkalies during the early months of convales- 
cence are imperative. The sensitive duodenum 
should be protected from hyperacid gastric juice 
until it has acquired immunity. Neglect of these 
reasonable precautions must inevitably lead to a 
high incidence of jejunal ulcer. 

The most common complications of jejunal ulcer 
are: 

1. Recurrent hemorrhage. This is very frequent 
and most difficult to treat. It requires surgical 
intervention preceded by blood transfusion. 

2. Perforation into the free peritoneal cavity. 
While uncommon, this requires closure without 
compromising the gastrojejunal outlet. If the 
patient survives this intervention a second operation 
directed at the ulcer and presenting a formidable 
technical problem is necessary. 

3. Subacute perforation with the formation of an 
inflammatory mass. This calls for conservative 
treatment until the inflammatory reaction has sub- 
sided. Later a partial gastroduodenostomy should 
be performed. When the general condition is poor 
and the inflammatory infiltration of the mesocolon 
and the root of the mesentery is such as to make a 
resection formidable, reasonably good results are 
obtained by a double short-circuiting operation, i.e., 
gastroduodenostomy to exclude the old ulcer and 
duodenojejunostomy to exclude the region of the 
jejunal ulcer. In cases of jejunal ulcer penetrating 
into the mesocolon and posterior abdominal wall, 
excision of the ulcer should not be attempted as it 
may damage the superior mesenteric vein. In such 
a case in which the ulcer was in the proximal loop 
satisfactory results were obtained by removing the 
gastro-enterostomy stoma, closing the stomach and 
jejunum, establishing a gastroduodenostomy open- 
ing to exclude a stenosing duodenal ulcer, and per- 
forming a duodenojejunostomy to shortcircuit the 
jejunal ulcer. Many of these jejunal ulcers are com- 
plicated by duodenal stasis secondary to thickening 
dnd fibrosis in the region of the stoma which leads 
to gradual narrowing and in some cases potential if 
not actual occlusion of the gastro-enterostomy open- 
ing. Cases with such lesions must be treated by 
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drainage of the partially obstructed duodenum 
before complete relief can be afforded. In some 
cases drainage of the duodenum by the establish- 
ment of a duodenojejunostomy may be sufficient. 
In others, this operation must be associated with a 
direct attack on the jejunal ulcer and the original 
stoma. The author reports two illustrative cases. 
Jejunocolic or gastrojejunocolic fistula is always 
serious. The mortality of a one-stage radical opera- 
tion is very high, almost 40 per cent. As the patients 
are usually in poor condition a two-stage operation 
is advisable. The author reports a case in detail. 
The patient had a fistula between the posterior wall 
of the stomach and the splenic flexure of the colon. 
As it was deemed inadvisable to detach the colon 
from the stomach where both were fixed, infected, 
and oedematous, the portion of the colon involved 
in the fistula was excluded by isolating the loop of 
colon attached to the stomach and the continuity 
of the colon was restored by an end-to-end anas- 
tomosis. Later, when the patient was in better con- 
dition, the isolated colon loop was excised with the 
gastric ulcer and a part of the gastric wall around 
it. The patient made a rapid recovery and remained 
in good health. SAMUEL J. Focetson, M.D. 


Brea, M. M.: Ileocecal Tuberculosis; Certain 
Clinical Types and Their Treatment (Tuber- 
culosis ileocecal. A propésito de algunas modali- 
dades y su tratamiento). Semana méd., 1934, xli, 
553. 

Brea reports eight cases of ileocecal tuberculosis 
from the clinic of Arce. While they were of different 
pathological types they may be divided into two 
groups according to the first complaints. In the 
first group were four cases in which pulmonary 
lesions were present, but because of the occurrence 
of acute pain in the right lower quadrant of the 
abdomen without a previous history of gastro- 
intestinal trouble operation was performed for 
appendicitis. In two of them there was a persistent 
draining sinus which required further surgery and 
a fecal fistula developed. In the two others a fistula 
appeared immediately after the appendectomy. 

The second group included the cases of four 
patients with no clinical evidence of pulmonary 
tuberculosis who had complained for years of gastric 
disturbances which had been attributed to peptic 
ulcer, gastris ptosis, or partial intestinal obstruction. 
X-ray examination established the diagnosis and 
—— latent fibrous lesions of tuberculosis in the 
ungs. 

All fistula following appendectomy which are not 
due to a foreign body, and especially fecal fistule, 
in persons with a history or roentgen evidence of 
tuberculosis should suggest the possibility of 
ileocecal tuberculosis. 

The patient with chronic dyspepsia without a 
demonstrable peptic ulcer but with roentgenological- 
ly demonstrable pulmonary lesions should be sub- 
jected to a complete X-ray study of the colon, 
especially the ileocecal region. 
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Surgical tuberculous lesions of the ileoccal coil 
are well localized at first and develop very slowly. 
The surgical treatment of choice for such lesions is 
resection, but simple ileocolostomy with exclusion 
of the diseased segment has resulted in cure in cases 
in which it was thought unwise to attempt radical 
removal. Simple laparotomy does not aggravate the 
course of the disease and at times seems to bring 
about improvement. ‘Therefore it should be per- 
formed as a diagnostic exploration in doubtful cases. 

The anatomicopathological type of intestinal 
lesion coincides usually with the lesion found in the 
lungs. Its slow evolution is explained by its pre- 
dominantly fibrous character. The condition of the 
lungs does not contra-indicate operation. A more 
dependable criterion of the advisability of surgical 
treatment is the general condition. 

WILuiAM R. MEEKER, M.D. 


Lanos, J.: Primary Epithelioma of the Ileum (Epi- 
thélioma primitif de Viléon). Bull. et mém. Soc. d. 
chirurgiens de Par., 1934, Xxvi, 124. 


The patient whose case is reported was a woman 
thirty-one years of age who had been ill for three 
months with supposed pyloric stenosis. She gave a 
history of pain, vomiting, and rapid loss of weight. 
Ulcer management failed to relieve the symptoms 
and violent peristalsis continued in the umbilical re- 
gion. On fluoroscopic examination the stomach was 
found to be small and high. There was no roentgen 
evidence of pyloric ulcer, and there was no tender- 
ness in the stomach. The duodenal cap was dilated 
and freely movable. At the beginning of the jejunal 
junction in the right flank there seemed to be a 
blockage in the small bowel with violent local peri- 
stalsis. A diagnosis of localized tuberculous perito- 
nitis was made. 

At operation, the ileum was found thick-walled 
and dilated. At the mesenteric border there was a 
whitish tumor which compressed the bowel to such 
a degree that only a thin passage remained. Pea- 
sized lymph nodes were found in the mesentery. The 
involved portion of the bowel was excised and a cir- 
cular end-to-end anastomosis was done. 

The tumor, which was submucosal and thick, in- 
volved all of the muscle coats of the bowel wall and 
had invaded the mesenteric fat. It proved to be a 
round-celled epithelioma. The enlarged nodes were 
merely hyperplastic. 

Postoperative recovery was uninterrupted until 
the eleventh day, when symptoms of obstruction of 
the small bowel again appeared. Repeated X-ray 
examination then showed six different fluid levels of 
accumulation in the small bowel. As multiple tumor 
foci were believed to be present, a second operation 
was not performed. KELLOGG SPEED, M.D. 


Hunt, V. C., and Bonesteel, H. T. S.: Meckel’s Di- 
verticulum Containing Aberrant Pancreas. 
Arch. Surg., 1934, Xxvili, 425. 

The condition of aberrant pancreas was first de- 
scribed by Klob in 1859. In 1860, Montgomery cited 
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a case in which a pancreatic nodule was found in the 
wall of the ileum. As early as 1727, Schulz reported 
the discovery of gland substance in a diverticulum of 
the ileum. Aberrant or accessory pancreas is an in- 
frequent anomaly. The authors have found 36 cases 
recorded in the literature since Simpson collected 150 
from the literature in 1927. To these they add an- 
other. Of these 186 cases, the aberrant pancreas was 
found in the stomach, jejunum, or ileum in 178. In 
33 cases it was in a diverticulum of the stomach, 
duodenum, jejunum, or ileum. In 13 of the latter the 
diverticulum was classed as of the Meckel type. 

Many theories have been advanced to explain the 
causation of aberrant pancreas. Controversy has 
arisen also as to whether the diverticula were sec- 
ondary to the pancreatic nodules or were true Meckel 
diverticula containing aberrant pancreas. In sup- 
port of the former theory was the discovery of a 
pancreatic umbilical fistula, whereas against it were 
other findings such as the presence of 2 diverticula, 
one a true Meckel diverticulum and the other con- 
taining pancreas. 

The authors report a case with a history of acute 
abdominal pain suggesting typical acute appendici- 
tis. As the clinical examination and laboratory find- 
ings appeared to confirm this diagnosis, the abdo- 
men was explored through a rectus incision. The 
appendix showed a moderate amount of inflamma- 
tory reaction which was insufficient to account for 
the clinical findings. Examination of the terminal 
ileum revealed a Meckel diverticulum 8 cm. in 
length situated about 90 cm. from the ileocecal 
valve. At the tip of the sac there was a firm, polyp- 
like growth covered by a granular mucous mem- 
brane. Sections of the nodule, which measured 2 by 
1.5 by 1 cm., showed typical pancreatic glandular 
acini. From 2 to 5 islands of Langerhans were seen 
in each low-power field. Overlying the nodule there 
was hypertrophied mucous membrane which had the 
appearance of small intestine, while over the mid- 
portion of the nodule three was mucous membrane 
which closely resembled that seen in the stomach. 

In conclusion the authors briefly review the 8 re- 
corded cases of aberrant pancreas appearing in di- 
verticula of the terminal ileum and the 13 cases of 
Meckel’s diverticulum containing pancreatic tissue. 
They call attention to the fact that although most 
of these diverticula were found at autopsy, some of 
them had given rise to a surgical condition such as 
intussusception, mechanical ileus, umbilical fistule, 
pyloric and duodenal ulceration and obstruction, 
carcinomatous changes, fat necrosis, or intestinal 
diverticula. WittraM C. Beck, M.D. 


Cokkinis, A. J.: Multiple Carcinoma of the Colon: 
with Four Original Cases. Brit. J.Surg., 1934, xxi, 
570°. 

Multiple primary malignant growths occur more 
frequently than can be explained by mere coinci- 
dence. While they may be attributed to the presence 
of multiple or diffuse precancerous lesions, a more 
probable cause is increased susceptibility to malig- 
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nant disease. One growth does not confer immunity 
to the development of another. 

The etiology of multiple carcinomata of the intes- 
tine is the same as that of multiple primary growths 
elsewhere. Multiple adenomata are definite causes of 
multiple cancers of the colon and rectum. 

All forms of intestinal polypi are potentially ma- 
lignant and should be treated as potentially malig- 
nant growths. 

The possibility that more than one growth may be 
present or develop should be remembered in all 
operations for cancer of the intestine and in the 
prognosis of that condition. SamuEet Kaun, M.D. 


Perret, C. A.: Acute Non-Perforated Appendicitis. 
The Technique of Removal of the Appendix 
and the Prophylaxis of Postoperative Adhesions 
(Considérations sur les appendicites aigués non 
perforées, la technique de l’ablation de l’appendice 
et la prophylaxie des adhérences post-opératoires). 
Rev. méd. de la Suisse Rom., 1934, p. 320. 


The symptoms usually described as those of 
appendicitis are really those of beginning peritonitis 
from rupture of the appendix. The diagnosis of 
acute non-perforated appendicitis is by no means 
easy. The only constant symptom is pain and this 
does not always occur at McBurney’s point. The 
appendix may be located almost anywhere in the 
abdominal cavity, but careful palpation will reveal 
its site. The author gives a classification of the 
different localizations of the appendix. These may 
be intraperitoneal or extraperitoneal. The intra- 
peritoneal localizations include the classical iliac, 
the pelvic, the intermesenteric, and subhepatic 
localizations. The subhepatic localization may be 
retrocecal or retrocolic. Perret describes the inci- 
sions to be used for these different localizations. 
He states that drainage is necessary even when the 
appendix is apparently not perforated since there 
may be a microscopic perforation which may lead 
to secondary abscess. He describes the evisceration 
of an erect appendix by the see-saw method. 

The prevention of postoperative adhesions is of 
the greatest importance as the patient often suffers 
more from such adhesions than he suffered from the 
original disease. Postoperative adhesions are gen- 
erally caused by blood clots which become organized, 
bruising of the visceral peritoneum with forceps or 
dry compresses, or failure of the surgeon to peri- 
tonize vessel pedicles or to prevent drying of the 
serous membrane of exteriorized viscera. Generally 
the omentum becomes adherent to the zone where the 
appendix is buried. Sometimes the cecum or the 
last part of the ileum becomes adherent to the wall. 
To prevent this the author peritonizes the stump of 
the meso-appendix with the suture of fine silk used 
to invaginate the pursestring suture with which the 
appendix is buried. If this method is impracticable 
for any reason the stump of the meso-appendix 
and the zone where the appendix is buried can be 
peritonized with the tongue of omentum resembling 
a cock’s comb which is located at the periphery of 
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the last few centimeters of the ileum and in many 
patients is found in the lower ileocecal angle. It is a 
good idea at the end of the operation to pour hot 
physiological salt solution containing glucose into 
the abdominal cavity as this tends to prevent the 
formation of adhesions by dissolving clots, revivi- 
fying the tissue, hastening the re-establishment of 
peristalsis, and moistening the serous membranes. 
Auprey Goss Morcan, M.D. 


Jones, E. S.: Appendicostomy in Cases of Ruptured 
Appendix Associated with Diffuse General Peri- 
tonitis. Ann. Surg., 1934, xcix, 640. 


In cases treated by the methods commonly em- 
ployed the mortality of acute rupture of the appen- 
dix with diffuse general peritonitis is extremely high. 
It is reported to be 57 per cent. The author observed 
that patients who develop fecal fistula usually re- 
cover, whereas if fecal fistule do not develop, con- 
valescence is prolonged and stormy and accompanied 
by marked prostration and severe pain. Since 1924, 
Jones has treated seventy-five cases of ruptured ap- 
pendix complicated by general peritonitis by appen- 
dicostomy. The mortality was 1.4 per cent. 

When appendicostomy is done the cecum and 
ascending colon are drained directly and the pres- 
sure is removed from the ileocecal valve. Gas and 
the other contents of the small bowel move outward 
through the appendicostomy tube. Peristaltic activ- 
ity decreases and the patient becomes comfortable. 
As the result of the relief of the distention, the blood 
supply of the small bowel tends to become normal. 
Beginning six hours after the operation the author 
instills from 200 to 300 c.cm. of a physiological solu- 
tion of sodium chloride into the bowel at intervals of 
two hours until the patient is able to take fluids 
by mouth. The tube is removed on the sixth or 
seventh day. 

After the abdomen is opened the appendix is re- 
moved and a No. 16 F. catheter is passed through 
an opening in the omentum and through the appen- 
diceal stump into the cecum. The catheter is an- 
chored by a suture of plain catgut placed through 
it and the appendiceal stump. Following inversion 
of the stump into the cecum a pursestring suture of 
silk or catgut around the appendiceal base is tied. 
The tube is brought out through a stab wound or 
the original incision. The primary wound is closed 
with or without drainage. 

HERBERT F. Tuurston, M.D. 


Rolland: Three Cases of Hemorrhage Following 
Appendectomy (A propos de trois cas d’hémor- 
ragies consécutives 4 l’appendicectomie). Bull. et 
mém. Soc. nat. de chir., 1934, 1x, 449. 


Of 335 cases of appendicitis operated upon since 
1929 at the Brest Maritime Hospital, intraperitoneal 
hemorrhage occurred in 3. The first of the latter 
was the case of a patient twenty-five years of age 
who was operated upon June 8, 1932, for appendicitis 
of forty-eight hours’ duration. No abscess, but a 
foetid serous exudate was found. No drainage was 


established. Three days later peritoneal symptoms 
developed. On June 16 the operative scar ruptured 
and about 200 c.cm. of blood escaped. ‘The margins 
of the wound were freshened and a large quantity of 
blood and feetid clots removed from the cecal region 
and the pouch of Douglas. Below the caecum there 
was a blackish area in which blood was oozing in a 
visible jet from 2 or 3 arterioles. A Mikulicz tampon 
with gauze saturated in hemostyl was applied. 
Recovery resulted after a transitory cecal fistula 
and purulent pleurisy. 

In the second case of intraperitoneal hemorrhage 
the operation was performed on the second day of a 
severe attack of appendicitis. The abdominal 
cavity was found filled with a foetid serous exudate. 
The intestinal loops were red and covered with false 
membranes, and there was a large retrocecal ab- 
scess. A gangrenous appendix was removed and a 
drain placed in the abscess. The drain was removed 
on July 21. On July 26, a stercoral fistula developed. 
On July 31, thirteen days after the operation, a 
severe hemorrhage occurred in the subcecal region 
after a slight attack of pain. At a second operation 
the clots were removed and jets of blood were seen 
issuing from several small arteries. The introduction 
of a Mikulicz tampon was followed by recovery. 

In these 2 cases the hemorrhage could not be 
ascribed to faults in technique. The hemorrhages 
occurred in highly infected foci of gangrenous 
appendicitis, where the smaller arterioles of the wall 
were involved. When the scars gave way the 
hemorrhage broke loose. In cases of this type the 
use of a Mikulicz tampon gives good results. It 
would be useless to attempt ligation of the vessels 
in such a necrotic area. 

The third case of intraperitoneal hemorrhage 
reported was that of a patient who had had many 
attacks of appendicitis and was operated upon during 
one of them about thirty-six hours after the onset. 
When the abdomen was opened a foul-smelling 
serous fluid escaped and at the apex of the retrocecal 
appendix a small abscess was found. The abdominal 
wall was incompletely closed about a drain extending 
to the abscess. The following day flatus was passed, 
the drain was removed, and the temperature was 
found normal. Four days later the operative wound 
began to bleed. On attempting to urinate the patient 
felt a sudden violent pain in the epigastric region 
and the left loin. Thereafter he vomited some slimy 
matter, and a little blood mixed with pus escaped 
from the wound. The wound was cleaned and the 
bleeding seemed checked. A dressing soaked in 
hemostyl was applied. However, the dressing was 
soon again stained with blood. The pulse rose to 
140, respiration became rapid, the abdomen dis- 
tended, and the patient very distressed. Morphine 
was injected. Shortly thereafter the pulse became 
almost imperceptible and the face cyanosed. A 
transfusion of blood was administered, but death 
ensued. Autopsy revealed an abscess filled with 
dark pus in the ascending mesocolon in the tract 
of the right colic artery, not far from the right angle 
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of the colon. The cavity was the size of a small 
orange. The cause of the hemorrhage was found to 
be the rupture of one of the branches of the right 
colic artery. There were no signs of thrombosis. 
The author states that it is not always easy to find 
the source of the haemorrhage in these cases. In the 
third case cited the infection probably extended along 
the glands by the posterior lymphatics of the ascend- 
ing colon, forming an abscess which, on coming into 
contact with the artery, caused it to ulcerate and 
rupture. In this case the condition progressed too 
rapidly for surgery to be of avail. 
EpitH SCHANCHE Moore. 


Sénéque, J.: Nicolas-Favre Disease and Strictures 
of the Rectum (Maladie de Nicolas-Favre et 
rétrécissements du rectum). Presse méd., Par., 
1934, xlii, 376. 

During the last two years much progress has been 
made toward demonstrating the direct relationship 
of lymphogranulomatosis inguinale to inflammatory 
strictures of the rectum. Ravaut, Levaditi, Lamb- 
ling, and Cachero were able to produce a typical 
meningo-encephalitis in a monkey by inoculating 
material from an acute ulcerovegetative proctitis. 
In a case of well-developed stricture, Laedrich, Leva- 
diti, Mamou, and Beauchesne obtained a similar re- 
sult. To eliminate secondary infection, a guinea pig 
was inoculated subcutaneously with a fragment of 
rectal mucosa. Later, the inguinal lymph nodes 
were excised, ground, and injected intracerebrally 
into a monkey. 

To establish the diagnosis, reliance has been 
placed chiefly on the Frei reaction. As experience 
accumulates it becomes more and more evident that 
the reaction is definitely specific. However, as it 
may be negative early in the disease, it should be re- 
peated. The author is reluctant to abandon com- 
pletely the theory that syphilis, tuberculosis, gonor- 
rhoea, and chancroidal infection can cause strictures. 
He believes that when these diseases are combined 
with a positive Frei reaction they should not be dis- 
regarded. Whenever the etiology is in doubt, a 
monkey inoculation should be done. 

Sodomy as a mode of infection is believed to be 
much more important than has been supposed here- 
tofore. It is possibly more important than lymph 
stasis and retrograde involvement of the rectum. 

The lesions consist of an ulcerative proctitis fol- 
lowed by stricture. The development of the stricture 
may occur early or late. The inflammation always 
extends to the perirectal tissues, and by obliterating 
lines of cleavage makes surgical treatment most diffi- 
cult. 

Occasionally an elephantiasis-like oedema of the 
perineum accompanies the rectal lesions. This con- 
dition is described in the older literature as ‘“‘estheo- 
menus.”’ It appears to be less commonly observed in 
France than elsewhere. 

Dimitriu has called attention to nephritis as a fre- 
quent complication of “infiltrative proctitis.”” Such 
association was not common in the author’s cases. 
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The treatment of early cases of rectal lympho- 
granulomatosis consists of the usual measures that 
have always been employed in ulcerative proctitis. 
The results are ordinarily good and may be entirely 
satisfactory. After stenosis has developed, frequent 
dilatations, diathermy, and even surgery become 
necessary. Colostomy is the first procedure to be 
undertaken when the stricture is tight. By persistent 
local treatment to combat infection and by dilata- 
tion and diathermy it is often possible to obtain 
marked improvement. However, in many cases the 
lesions are rebellious and continue to progress. 

Dimitriu and Stoia reject colostomy entirely and 
perform an abdominoperineal transanal resection of 
the rectum (Villard’s operation). In twenty-five 
cases there were three deaths and three recurrences. 
Nineteen of the patients were cured. However, four 
had been treated only a short time before the report 
was made. Villard’s operation is not feasible when 
the inflammatory changes extend to the lower rec- 
tum, as is frequently the case. Under such circum- 
stances the only possibility is the standard abdomino- 
perineal operation with the establishment of an iliac 
colostomy or the latter operation alone. 

ALBERT F. D. Groat, M.D. 


Kilbourne, N. J.: Internal Hemorrhoids. The 
Comparative Value of Treatment by Operative 
and by Injection Methods. Ann. Surg., 1934, 
xcix, 600. 

In an attempt to compare the value of operative 
and injection methods in the treatment of internal 
hemorrhoids, the author sent a questionnaire to 293 
proctologists in America, Great Britain, France, and 
Germany. Fifty-seven replies gave definite informa- 
tion. Of these, 49 came from American proctologists. 

The survey shows that in 36,648 cases treated by 
operation there were 11 deaths, whereas in 26,262 
cases treated by injection there were no deaths. 
Hemorrhage followed operation in 0.573 per cent 
of cases, and followed injection in 0.279 per cent of 
cases. Stricture occurred in about 0.22 per cent of 
the cases treated by operation and in none of those 
treated by injection. After the use of injection 
methods, recurrence developed in at least 15 per cent 
of the cases within three years. Sloughs occurred in 
about 1.09 per cent of the cases treated by injection. 

Norman C. Buttock, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Cirillo, N.: Experimental Studies on Hemostasis in 
Wounds of the Liver and Spleen by Tamponade 
with Catgut (Ricerche sperimentali sulla emostasi 
di ferite del fegato e delle milza mediante tampona- 
mento con catgut). Clin. chir., 1934, x, 109. 


After a brief discussion of various methods of ob- 
taining hemostasis in bleeding from abdominal vis- 
cera, Cirillo reports experiments he carried out with 
regard to the control of hemorrhage from wounds of 
the liver and spleen by tamponade with catgut. This 
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experimental study supplements a study he previ- 
ously reported on hemostasis by means of catgut in 
wounds of the kidney. The studies on hepatic hamo- 
stasis were carried out on rabbits, and those on 
splenic hemostasis on dogs. The tamponade was 
done with ordinary catgut ligatures of Size o or oo 
prepared according to the technique previously de- 
scribed. The ligatures were softened to a gelatinous 
consistency in warm sterile water and then moulded 
into a wad the approximate size and shape of the 
wound into which they were to be plugged. At lapa- 
rotomy, the spleen or liver was held in the fingers and 
an incision made in it or a wedge removed from it. 
The wound was then tamponed with the catgut wad 
and its edges were approximated with a few stitches 
of No. 00 catgut. 

Of twenty-one animals so treated, two dogs and 
two rabbits died, but in no instance was the death 
due to hemorrhage. The other animals were killed 
after varying intervals up to five months after the 
operation and the condition of the wound in the 
spleen or liver was determined histologically. The 
article contains seventeen photomicrographs. 

Throughout this study Cirillo found that catgut 
tampons stopped hemorrhage quickly and com- 
pletely provided they filled the cavity accurately. 
He emphasizes that the most rigorous asepsis must 
be observed as otherwise an excessive fibrotic reac- 
tion takes place in the scar. Hemostasis occurs in 
about a minute after the catgut is plugged into the 
wound. Cirillo believes that catgut has a favorable 
effect on all the ferments which produce coagulation 
of the blood. Histological examination showed that 
absorption of the catgut usually began in about forty 
hours and was complete after about five months. 
The catgut was replaced by a cellular exudate, gran- 
ulation, and finally connective tissue. Cirillo was 
unable to find the giant cells which have often been 
reported. The wounds in the organ were healed by 
the end of thirty days and had usually disappeared 
completely by the ninetieth day. Calcareous de- 
posits were often noted between the parenchyma of 
the organ and the granulation tissue of the scar, but 
in Cirillo’s opinion they were of no significance. 

From his observations Cirillo concludes that the 
described technique of hemostasis offers much prom- 
ise for adoption into clinical surgery. 

EuGENE T. Leppy, M.D. 


Rufanov, I.: Liver Stones (Ueber Lebersteine). 
Sovet. Chir., 1933, iv, 623. 

Liver stones are extremely rare. To date, there 
have been reports of only a few cases in which they 
were found at operation for hepatic abscess or at 
autopsy. In 1891, Courvoisier was able to collect 
only 50 cases. In the more recent literature a few 
cases have been reported by Koerte and, in Russia, 
by Romancer, Grassmueck, Matrosov, Hesse, and 
Jukelson. 

Rufanov has collected 57 cases—16 reported in 
Russia and 41 in other countries. Five were cases 
of his own. Of the 41 cases in which the stones were 


found at operation, the operation was followed by 
cure in 16 and by death in 25. In 16 cases the stones 
were first found at autopsy. 

The anatomical changes in the liver are varied. 
There may be isolated foci with firmly fixed stones; 
isolated foci in which the stones lie in a cavity filled 
with bile or pus; larger foci with involvement of the 
extrahepatic biliary passages and the presence of 
thick masses or stones in the finer bile passages; and 
suppurative cholangeitis with multiple abscesses 
and small stones in the parenchyma of the liver. 
The liver is usually enlarged and its borders are 
hard. It may appear dark blue, anemic, or yellow. 
The entire liver may be enlarged or only one lobe. 
The affected part of the liver is filled with pus, bile, 
or small stones. The intrahepatic biliary passages 
are wide and filled with pigment, and the paren- 
chyma of the liver shows proliferation of connective 
tissue (pericholangeitis). 

The gall bladder sometimes presents marked 
changes similar to those of cholelithiasis. The bile 
may be dark, mucoid, or purulent, and may contain 
clumps of pigment and a large amount of cholesterin. 
In some cases white bile has been found. 

Frequently the neighboring organs are affected. 
As a rule there are adhesions to the stomach, and 
less frequently to the intestine and between the 
gall bladder and liver. The extrahepatic biliary 
passages are dilated and sometimes filled with stones. 
The gall bladder showed acute ulcerative cholecysti- 
tis in 4o per cent of the cases, atrophy in 20 per cent, 
and adhesions and scars in 20 per cent. The stones 
varied in number from 1 to approximately 1,000. 
Often it was impossible to count them. The size 
of the stones varied from that of a grain of sand to 
that of a hen’s egg. Sometimes all of the biliary 
passages were filled with thick granular masses. 
The stones may be gray, white, yellow, green, 
brown, or black, round, oval, polyhedral, or faceted. 
Their chemical character varies. They may be 
composed of bilirubin and cholesterin in varying 
proportions. In addition, they may contain calcium, 
magnesium salts, and pigment. M. SILBERBERG (Z). 


Bergeret, A., Caroli, J., and Audéoud, R.: Splenec- 
tomy in Cirrhoses of the Liver (La splenéctomie 
dans les cirrhoses du foie). Rev. de chir., Par., 1934, 
lili, r11. 

On the basis of a series of cases of cirrhosis of the 
liver reported in the literature and one case of their 
own in which splenectomy was strikingly beneficial, 
the authors attempted to determine the indications 
for splenectomy in this condition. They found that 
good results followed splenectomy in cirrhoses of 
unknown cause occurring in young persons. In all 
of the cases the spleen was enlarged. The symptoms 
which particularly indicate surgical intervention are 
crises of hepatic pain, hemorrhage, anemia, jaun- 
dice, and pruritis. Even in the presence of marked 
ascites and profound impairment of the general con- 
dition, splenectomy has yielded excellent results. 

LEO M. ZIMMERMAN, M.D. 
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Abel, A. L.: Primary Carcinoma of the Liver; with 
the Report of a Case Successfully Treated by 
Partial Hepatectomy. Brit. J. Surg., 1934, xxi, 
684. 


In the liver, primary carcinoma is rare whereas 
secondary carcinoma is extremely common. In 
Europe and North America primary carcinoma of 
the liver has been found in only from o.1 to 0.3 per 
cent of all autopsies. In the Philippines and South 
Africa it is much more frequent, a fact suggesting 
that parasitic infections of the liver and gastro- 
intestinal tract may be etiological factors. Cirrhosis 
of the liver may also play a part in its development. 

The symptoms are those of portal obstruction. 
Mentioned in decreasing order of their development 
the chief symptoms are icterus; ascites; oedema, 
especially of the lower extremities; enlargement of 
the spleen; and pyrexia. The liver is usually en- 
larged, painful. and tender. Liver-function tests 
are of little aid in the diagnosis. 

There are few cases of early operation on record. 
The results of operation should be best in cases of 
solitary adenoma which can be adequately excised. 

The case reported by the author was that of a man 
fifty-one years old who first noticed a lump in his 
abdomen seven days before he sought treatment. 
Examination disclosed a mass about the size of a 
rugby football in the center and right side of the 
abdomen. On exploration under spinal anesthesia 
this was found to be a large tumor arising from the 
left lobe of the liver. The left lobe of the liver was 
displaced downward and to the right. The right 
lobe appeared quite normal. As a complete search 
of the entire abdomen failed to disclose a primary 
focus, it appeared probable that the tumor was 
primary in the liver. Removal was accomplished 
without great difficulty. The neoplasm weighed 5 lb. 
Histological examination showed it to be an adeno- 
carcinoma of the intrahepatic ducts which had 
probably arisen from multiple foci representing a 
transition from simple adenomata. 

The patient made an uneventful recovery from 
the operation and remained well for nine months. 
He then had an attack of fever with slight jaundice. 
He recovered from this attack also, but subsequent 
examination disclosed marked enlargement of the 
liver with ascites. Harry W. Fink, M.D 


Lombardi, R.: Acute Cholecystitis and Hepatic 
Lesions (Colecistiti acute e lesioni epatiche). Ann. 
ital. di chir., 1933, Xii, 1509. 

Following a brief review of the literature, Lom- 
bardi presents the results of experiments carried out 
on dogs to determine the relationship between acute 
bacterial and abacterial inflammations of the gall 
bladder and changes occurring in the liver. In two 
series of experiments he injected 1 or 2 c.cm. of a 
culture of bacillus coli or staphylococcus aureus and 
in another series introduced several pieces of sterile 
glass into the lumen of the organ. After varying 
periods of time the animals were sacrificed and the 
gall bladder and liver examined. 
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In all of the experiments a hyperplastic cholecysti- 
tis resulted, but in the experiments in which only 
sterile pieces of glass were introduced into the lumen 
of the organ there were no associated changes in the 
parenchyma of the liver. In the experiments with 
bacteria, examination after from ten to twenty days 
showed the liver lesions to be few and to consist of 
a slight infiltration of the interlobular spaces and 
some connective tissue reaction. After from thirtv 
to forty days, increased infiltration was found, espe- 
cially in the spaces of Kiernan; there was a large 
amount of new connective tissue, especially in the 
interlobular spaces; and the hepatic cells presented 
retrogressive changes even to complete disappear- 
ance with replacement by connective tissue. In only 
one instance were small pyogenic foci found in the 
new connective tissue. 

The author states that the hepatic lesions are 
probably the result of toxic action rather than direct 
bacterial action. When bacteria occasionally gain 
access to the liver they produce foci of suppura- 
tion. 

From his findings Lombardi concludes that early 
intervention is desirable in acute cholecystitis in 
order to prevent marked liver damage, as it is 
possible that damage to the liver is responsible for 
the symptoms which persist after late surgical inter- 
vention such as is generally practiced today. 

A. Louts Rosi, M.D. 


Schiassi, B.: Progress Is Attained Not Only by 
New Discoveries But Also by Moving from Error 
to the Truth. Apropos of Cholelithiasis (Il 
progresso non si raggiunge solo con lo scoprire il 
nuovo ma anche col muovere dall’errore verso la 
verita. A proposito della calcolosi della cistifellea). 
Policlin., Rome, 1934, xli, sez. chir. 53. 


While cholecystectomy is the procedure most 
widely used today in the treatment of cholelithiasis, 
it is often followed by persistence of the distress. 
The author therefore believes that in uncomplicated 
cases the procedure of choice is cholecystendesis, 
i.e., removal of the stones from the gall bladder fol- 
lowed by resuture of the organ. This operation is of 
advantage over cholecystectomy because it is easily 
performed, its mortality is lower, it does not cause 
injury or stricture of the common duct, and it is not 
followed by dilatation of the bile passages or changes 
in the parenchyma of the liver. 

Three hundred and forty-one cases in which 
cholecystendesis was performed with good results 
are reviewed. 

The author advises cholecystectomy for stenosis 
of the cystic duct, carcinoma, gangrene, and per- 
foration. PETER A. Rost, M.D. 


Ransom, H. K., and Malcolm, K. D.: Obstructive 
Jaundice Due to Diffuse Contracture of the 
Extrahepatic Bile Ducts. Arch. Surg., 1934, 
XXVili, 713. 

Acquired strictures of the extrahepatic bile ducts 
may be divided into two groups, the traumatic and 
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the inflammatory. The majority of the traumatic 
strictures are the result of injury to the hepatic or 
common duct during cholecystectomy. The injury 
may consist in severance, ligation, or the excision of 
a segment of the duct, a wound of the duct leading 
to the formation of an external biliary fistula with 
subsequent cicatrization, or, most commonly, the 
placing of the ligature of the cystic duct too close to 
the common duct so that, when tied, it compromises 
the lumen of the latter. The suggestion has been 
made that in some cases an abnormal amount of 
scar tissue may develop about the duct from the use 
of too large or too heavy gauze drains with the ends 
left close to the ducts. 

The inflammatory variety of acquired stricture 
is commonly attributed to a localized cicatrix caused 
by ulceration of the mucous membrane produced by 
the passage of a gall stone or injury from the impac- 
tion of a stone in the wall of the duct followed by 
contraction of the scar tissue during the healing 
process. Asa rule, inflammatory strictures are quite 
localized, being found in a duct which at other points 
is normal. By some it is believed that in many so- 
called acquired inflammatory and traumatic stric- 
tures the process is fundamentally an obliterative 
cholangeitis. SAMUEL Kaun, M.D. 


Bustos, J. M. O.: Latent Diseases of the Pancreas 
(Pancreopatias latentes). Rev. méd. d. Rosario, 
1934, XXiv, 26. 


The author discusses findings indicative of pan- 


creatic disease masked by clinical syndromes of more 
familiar and readily accessible organs. Pancreatic 


function has been found by him to be changed in 
from 70 to 80 per cent of cases of gall-bladder and 


liver disease. It was investigated by chemical 
analysis of pancreatic juice obtained by means of a 
duodenal tube, microscopic examination of the faces 
for fat, chemical examination of the feces for 
amylase, trypsin, and lipase, quantitative estimations 
of amylase in the urine and blood, and determina- 
tions of the content of atoxyl-resisting pancreatic 
lipase in the blood. 

The content of pancreatic juice in the material 
aspirated through the duodenal tube may be in- 
creased by the administration of stimulants to pan- 
creatic secretion. The substances employed by the 
author were ether, skimmed milk, hydrochloric acid, 
histamine, insulin, and secretin. The most efficient 
pancreatic stimulants were found to be ether and 
skimmed milk administered after emptying of the 
gall bladder by a large dose of magnesium sul- 
phate. 

The ferment most indicative of pancreatic func- 
tion was duodenal lipase. Next in importance were 
the amylase in the urine and the pancreatic lipase of 
the blood which is resistant to atoxyl. 

In conclusion the author states that by means of 
the described methods of investigating pancreatic 
function it is possible to recognize very early changes 
in the pancreas which otherwise would be latent. 

WILitAm R. MEEKER, M.D. 
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Dragstedt, L. R., Haymond, H. E., and Ellis, J. C.: 
The Pathogenesis of Acute Pancreatitis (Acute 
Pancreatic Necrosis). Arch. Surg., 1934, xxviii, 
232. 


While oedema and hemorrhage of the pancreatic 
parenchyma are probably frequent in acute pan- 
creatitis and may represent early stages of the dis- 
ease, the significant change in the condition is 
necrosis. Collapse and death do not occur unless the 
oedema is succeeded by necrosis. 

No single theory of the origin of acute pancreatic 
necrosis is satisfactory as the condition may result 
from several processes. The most common of the 
latter is the entrance of infected bile into the pan- 
creatic duct. As a rule this occurs secondarily to 
biliary tract disease. The method by which the bile 
enters the pancreatic duct is problematical, par- 
ticularly as the authors’ work demonstrated that 
the pressure in the pancreatic ducts exceeds the 
pressure in the biliary channels. 

The entrance of infection by way of the lymphatics 
is a possible, although not a common, cause of pan- 
creatic necrosis. Approximately a third of the cases 
reported have shown no evidence of biliary tract 
disease. The fact that in many of them the condition 
occurred in association with mumps, typhoid, appen- 
dicitis, scarlet fever, or diphtheria suggests a hama- 
togenous origin. 

Typical pancreatic necrosis may be caused by 
trauma alone. 

The authors have demonstrated that pancreatic 
juice as well as trypsin and lipase may be poured into 
the peritoneal cavity without consequent fat necro- 
sis. They state that the pancreas may be exposed to 
the gastric juice by suturing it into a window in the 
gastric wall or exposed to the duodenal juice by 
suturing it into a window in the duodenum without 
causing necrosis. Attempts to activate intraglan- 
dular trypsinogen were unsuccessful, but the dam- 
ming back of infected pancreatic juice invariably 
produced acute necrosis. It is possible that in- 
testinal bacteria, particularly colon bacilli, produce 
proteolytic ferments which can activate trypsinogen 
even when enterokinase, the normal activator of 
trypsinogen, fails to produce necrosis. Bile salts 
cause a local necrotizing effect in the pancreas which 
destroys the protecting colloids of the tissue. Pro- 
teins are therefore exposed and promptly digested by 
the tryptic protease of the pancreatic juice with 
resulting necrosis. 

This theory explains only 60 per cent of the cases 
of pancreatic necrosis. The other cases are due to in- 
fections, trauma, or duct obstruction. 

Death in acute pancreatic necrosis is due in some 
way to a toxemia arising from the diseased pan- 
creas. Extracts of a necrotic pancreas are exceed- 
ingly toxic when they are injected into the abdomi- 
nal cavities of animals. The nature of the toxic sub- 
stance is not known. Many investigators have 
demonstrated that inactive pancreatic juice when 
poured into the peritoneal cavity does not cause in- 
flammation or marked toxemia. The authors veri- 
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fied these observations by draining the main pan- 
creatic duct into the peritoneal cavity by means of 
a catheter. No symptoms of toxemia appeared, and 
at necropsy from five to sixty days later no patho- 
logical changes other than a few small areas of fat 
necrosis were discovered. 

Other investigators have found that when the 
trypsinogen in the pancreatic juice is activated, a 
small quantity of the fluid is rapidly fatal. In an 
ingenious series of experiments the authors demon- 
strated that when trypsinogen activated by succus 
entericus was allowed to drain into the peritoneal 
cavity freely, no inflammation or signs of toxemia 
appear, provided the secretion was free from bac- 
terial contamination, whereas when the same solu- 
tion was collected and kept free from preservatives 
or unheated, it rapidly became exceedingly toxic. 
When, in experiments on eight dogs, succus entericus 
was allowed to drain freely into the peritoneal 
cavity, seven of the dogs showed no ill effects. When 
the catheterized pancreatic duct drained its secre- 
tions along with the succus entericus, five of the 
seven dogs died within three days and all showed 
generalized peritonitis and extensive fat necrosis. 
In each case bacteria were cultured from the experi- 
mentally created jejunal patch. When the activated 
pancreatic juice was introduced into the peritoneal 
cavity, no fat necrosis or peritonitis was apparent at 
necropsy. When the same solution was sterilized 
by passage through a Berkefeld filter and injected 
intraperitoneally in quantities as large as 142 c.cm., 
no toxemia or marked fat necrosis was found. 

These experiments demonstrate that succus en- 
tericus in inactivated and activated pancreatic juice 
may be poured into the peritoneal cavity without 
serious consequences provided the solutions are 
sterile, but when the solutions are infected, pan- 
creatic juice rapidly provokes toxemia and fat 
necrosis. The infective organism was usually the 
bacillus welchii. 

The authors have demonstrated that the majority 
of healthy rabbits and dogs have viable bacteria in 
their pancreatic tissues. One-half of, or even the 
whole, pancreas may be placed in the abdominal 
cavity of an animal without serious sequela pro- 
vided the pancreas is not contaminated. Extracts 
of autoclaved pancreas have also proved innocuous. 
When the pancreas is infected, its introduction into 
the peritoneal cavity rapidly proves fatal. Appar- 
ently, then, the digestion of the pancreas in the peri- 
toneal cavity does not produce toxemic end-products, 
but these products develop rapidly when bacteria 
are present in the tissue so introduced. 

The authors conclude that bacteria are necessary 
for the development of toxemia from pancreatic 
necrosis. STANLEY H. MEntTzER, M.D. 


Tripodi, A. M., and Sherwin, C. F.: Experimental 
Transplantation of the Pancreas into the 
Stomach. Arch. Surg., 1934, xxviii, 345. 


Present knowledge of diseases of the pancreas and 
their surgical treatment are hardly any further ad- 


vanced today than they were fifty years ago. In 
experimenting with the pancreas many important 
problems must be solved. 

Guided by the work of Coffey, the authors under- 
took experiments on 72 dogs in which they at- 
tempted to implant the pancreas in the stomach. 
Their purpose was to devise, by direct surgical 
attack, a rational method of treatment for certain 
cases of injury involving either the tail or the head 
of the pancreas and for cases of early tumor growth 
involving the head. Great care was taken to pre- 
vent leakage of pancreatic fluid and to dispose of the 
severed or injured end in such a manner that both 
the internal and external functions of the gland 
would be preserved. 

In the first experiment the distal end of the pan- 
creas was severed and the cut end implanted into a 
pocket beneath the gastric muscularis. The tail of 
the pancreas wall adhered firmly, and no digestion 
of the walls of the pocket occurred. In the second 
experiment the tail of the pancreas was implanted 
into the stomach. In the third experiment this pro- 
cedure was repeated and, in addition, the main pan- 
creatic duct was divided and ligated. In the fourth 
experiment the head of the pancreas was implanted 
into the stomach, and in the fifth the head and neck 
of the pancreas were removed and the stump was 
implanted into the cavity of the stomach. 

Three of the dogs were allowed to live for from 
nine to ten months. The dogs were fed a mixed diet. 
Gastric analysis showed the pancreatic lipase to be 
strongly positive in all of the experimental dogs and 
absent in the control dog. In the cases of two dogs, 
trypsin was found in the stomach. The blood sugar 
was not markedly abnormal and the urine never con- 
tained sugar. Examination of the specimens showed 
the lumen of the pancreatic duct to be continuous 
into the stomach. There was no evidence of a 
pathological reaction within the wall of the stomach 
or mucosa. 

The authors conclude that the pancreas may be 
successfully implanted into the stomach with pres- 
ervation of its internal and external functions. 

EARL GarsIDE, M.D. 


Zappala, C.: A Contribution to the Study of the 
Functional Relationships Between the Spleen 
and Bone Marrow (Contributo allo studio dei 
rapporti funzionali tra milza e midollo osseo). 
Policlin., Rome, 1934, xli, sez. chir. 139. 


According to the findings of Dominici, who experi- 
mented with intravenous inoculations of bacillus 
typhosus in rabbits, the spleen, like the bone mar- 
row, is stimulated to hematopoietic function in such 
a way that there seems to be a direct correlation 
between the two tissues. This correlation in the 
infectious diseases is not clear. 

In experiments on normal and splenectomized 
rabbits subjected to infection with bacillus coli and 
bacillus typhosus, the author noted certain charac- 
teristic changes. The activity of the myeloplastic 
elements in the bone marrow and of the lymph nodes 
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SURGERY OF THE ABDOMEN 


and the number of leucocytes were greater in the 
splenectomized animals than in the animals not sub- 
jected to splenectomy. In some of the former, the 
number of leucocytes was increased as much as 
thirty times the normal. The analogy of this finding 
with the leukemia-like state in man was brought out 
even more by the qualitative nature of the blood, 
for in many of the animals the blood contained 
numerous myelocytes, myeloblasts, and normo- 
blasts. 

In man, such a leukemia-like state often produces 
a condition which may be described as a reticulo- 
endothelial paralysis. A clinical example is pneu- 
monia in which macrophage formation is inhibited 
(absence of a splenic tumor) and there is an intense 
excitation of the myeloplastic tissue resulting in a 
leucocytosis with many young and even immature 
forms of leucocytes. The author believes that the 
condition he found in the splenectomized rabbits 
after inoculation with bacteria closely approximates 
the condition in a clinical case of acute infection in 
which leukemia develops. He concludes that the 
spleen acts as an inhibitory force on the bone mar- 
row, and that when it is removed or is paralyzed by 
infection, an intense myeloid reaction results because 
of the unlimited stimulation of the bone marrow. 

A. Louis Rost, M.D. 


Mauro, M.: A Contribution to the Study of the 
So-Called Hzmatic Cysts of the Spleen (Con- 
tributo allo studio delle cosi dette cisti ematiche 
della milza). Any. ital. di chir., 1933, xii, 1547. 


Mauro says that the correct term for the cysts 
discussed is ‘‘encysted intrasplenic hematomata” 
as it indicates their cause and includes both the 
central and subcapsular varieties, whatever their 
origin and stage of development, and all cases 
reported as late hemorrhage from traumatic or 
spontaneous rupture. From the literature of the 
past ten years he has collected fifty cases, all 
verified anatomically, on which he bases a compre- 
hensive discussion of splenic hamatomata, includ- 
ing their etiology, pathology, evolution, clinical 
syndromes, differential diagnosis, and operative 
treatment. 

A classification which emphasizes the pathology 
and diagnosis and simplifies the nomenclature of 
the diverse syndromes according to the stage of the 
lesions is the following: 

1. Acute, recently formed blood cysts, very simi- 
lar symptomatically to complete rupture of the 
spleen. 

2. Subacute cysts in the process of organization 
with repeated crises due to secondary hemorrhages. 

3. Chronic cysts organized and growing slowly 
and painlessly. 

With regard to the etiological importance of 
trauma, Mauro states that a healthy spleen nor- 
mally located and not affected by altered vessels in 
the vicinity can be injured only by severe trauma, 
whereas a spleen in which the pulp has been pre- 
viously altered by acute splenitis, passive conges- 
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tion, or premature atrophy may be injured seriously 
by very slight trauma. “Spontaneous” ruptures 
outnumber truly traumatic ruptures. They occur 
more frequently than is realized under the force of a 
sudden massive hyperemia, especially in malaria, 
typhoid, and the septicemias in general. The firmly 
encapsulated hematomata are more often of non- 
traumatic origin. 

In the clinical discussion, Mauro emphasizes par- 
ticularly the signs and symptoms left after the 
initial crisis has abated or occurring without an ini- 
tial crisis and their importance for the diagnosis of 
latent cyst. He stresses also the repetition of the 
initial syndrome in less severe form as crises of 
“colic,” during one of which the cyst may rupture. 

In the stage of intrasplenic hemorrhage or 
secondary rupture of the cyst the diagnosis may be 
easy, but, particularly if a history of trauma is 
absent, it may be very difficult. As the diagnosis of a 
blood cyst is made, operation is indicated. When 
the beginning of an intrasplenic haemorrhage is 
encountered, whatever its origin, an emergency 
operation should be undertaken after the shock 
has subsided. Only exceptionally in these cases does 
the hematoma become well encysted. 

Splenectomy is always the operation of choice if 
it is technically possible without compromising the 
patient’s strength. However, if the cyst is volumi- 
nous and densely adherent and the patient is in a 
precarious condition, only marsupialization of the 
sac may be practicable. 

According to statistics the results of operations 
for well-encapsulated cysts are remarkably good, 
whereas the mortality of splenectomy for traumatic 
rupture is high. The mortality of operations per- 
formed at the outset when the haematoma has 
scarcely formed as well as of those for secondary 
rupture is about 40 per cent. 

Mauro reports a case of spontaneous rupture of an 
intrasplenic hematoma during an acute general 
infection of unascertained nature in a man thirty- 
seven years of age who had had typhoid nineteen 
years previously. When the patient was first seen, 
the clinical picture was typical of a large blood 
cyst in the subacute stage. Because of the dense 
adhesions and the patient’s condition, only evacua- 
tion of the cyst was possible. Satisfactory recovery 
resulted. 

The article has an extensive bibliography. 

M. E. Morse, M.D. 


MISCELLANEOUS 


Vietor, A. C.: The Anatomical Basis for the Study 
of Splanchnoptosis: The Paths of Visceral 
Descent. A Preliminary Report. Arch. Surg., 
1934, XXviii, 659. 

“The fundamental step in splanchnoptosis is in- 
competence of the abdominal walls due to failure in 
the development or co-ordination of the complex 
reflexes through which the muscles of these walls 
support the viscera by antagonizing gravity, over- 
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descent of the diaphragm, and persistence of the ves- 
tigial binding of the extremities to the trunk. The 
next step is forward projection of the viscera and 
shallowing of the paravertebral fossa. This for- 
ward projection of the viscera marks the prepara- 
toty stage of splanchnoptosis. The next step is 
the essential stage of descent of the viscera and of 
traction on their intervisceral and parietal attach- 
ments, on their nerves and blood and lymph vessels, 
and on the related body walls. All changes in posi- 
tion of the viscera cause corresponding changes in 
the body form. 

“The viscera may be displaced en masse or in- 
dividually or in varying combinations. No organ or 
structure is exempt, but the most easily displaceable 
individual viscera are the kidneys, the stomach, the 
redundant portions of the colon, the liver, the lungs, 
and the heart. When the kidneys and suprarenals 
are projected forward, they enter on the lumbo-iliac 
inclined planes which furnish direct and inviting 
paths for descent. As the kidneys descend, they 
separate from the suprarenal glands, in the inter- 
visceral attachments elongating and making trac- 
tion on the suprarenal glands which, themselves, 
elongate but remain fixed. Traction is also made on 
all the structures of the hili. The distending stom- 
ach normally finds a descending oblique plane which 
guides it downward, forward, and to the right, 
though its fundus remains under the left vault of 
the diaphragm. Ptosis occurs to a greater or less 
extent along the same path, but continuing descent 
causes elongation of the body of the stomach, the 
lower part of this portion descending below the 


antrum which remains high, thus developing the 
characteristic pipe-bowl shape. The movable part 
of the first portion of the duodenum tends to share 
in the movements of the antrum, and it may under- 
go traction, pressure, kinking, torsion, or obstruc- 
tion. The spleen tends to descend with the stomach 
and to elongate, its lowest portion becoming tongue- 
shaped and extending downward and forward on the 
splenic flexure. The transverse colon is always more 
or less redundant, forming one or more loops. When 
the loops are unfolded, they tend to descend, to 
exert traction on their attachments, and to cause 
kinking and stasis at their angles. Even a moderate 
descent may cause traction on the stomach, the 
first portion of the duodenum, and the neck of the 
gall-bladder. The liver remains under the right 
vault of the diaphragm, but within the limits of its 
attachments it is subject to forward, backward, and 
lateral rotations. When the traction on its attach- 
ments exceeds its limitations, its tissues yield and 
it becomes wholly or partially elongated or other- 
wise modified in shape. The lungs always remain 
attached at their hili, but descend by elongation or 
by other changes in shape, as the thorax shares in 
the changes in body form and in the altered action 
of the diaphragm due to ptosis en masse. The heart, 
through the pericardium and the other firm medi- 
astinal tissues, remains attached to the structures 
at its base, but it tends to rotate downward and 
from left to right toward the median line, the apex 
leading and the portion to the right of the median 
line also moving mediad.” 
WALTER H. NADLER, M.D. 
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GYNECOLOGY 


UTERUS 


Rongy, A. J., Tamis, A., and Gordon, H.: Inter- 
position Operation for Procidentia Uteri, with 
a Report of 501 Cases. Am. J. Obst. & Gynec., 
1934, XXVii, 428. 

In the majority of cases of procidentia uteri the 
procedure of choice is the interposition operation. 

The authors review 501 cases in which the inter- 
position operation was done at the Lebanon Hos- 
pital, New York. The first operation in these cases 
was performed by Duhrssen in 1907 and the last by 
Rongy in December, 1932. Three hundred and 
forty-nine of the operations were performed by 
Rongy and 152 by 7 other members of the staff. 

It has been established that the incidence of pro- 
lapsus uteri is just as high in women who are at- 
tended by physicians during the lying-in period as 
in those who are attended by midwives; that easy 
labor does not prevent the condition; and that diffi- 
cult labor does not cause it. Therefore, ptosis of the 
pelvic viscera will occur in the future about as fre- 
quently as it has occurred in the past. 

The most important single step in the interposi- 
tion operation is proper gauging of the point of 
fixation of the anterior wall of the uterus to the 
anterior wall of the vagina. 

The size of the prolapsed mass is not a contra- 
indication to the operation. The interposition 
operation can be performed successfully as long as 
the vaginal vault is not completely everted. 

Epwarp L, CorneLt, M.D. 


Courty, L.: Torsion of Uterine Fibroids (La torsion 
des fibromes utérins). Gynécologie, 1934, xxxiii, 41. 
Torsion is a rare complication of uterine fibroids. 
A subserous pedunculated tumor may twist on the 
body of the uterus or may cause the body of the 
uterus to twist on its own axis (axial torsion). Two 
clinical varieties are distinguished, namely, acute 
and chronic torsion. 

The acute form usually occurs at the level of the 
uterine isthmus, the corpus being twisted on the 
cervix uteri, but may occur also at other levels. 
Approximately too cases of this condition have been 
recorded. The author reports 2 more. 

The etiology of the condition is poorly under- 
stood. The topographical location of the tumor 
appears to be a factor of importance since torsion 
occurs almost exclusively in abdominal fibroids. 
The most probable predisposing factor leading to 
axial torsion is the elongation and thinning of the 
cervix which occurs in cases of myomata of the 
corpus. In some instances the cervix is thinned to 
a cord-like structure. Mechanical factors such as 
sudden movements, pelvic examinations, distention 


of the sigmoid by feces or gas, and contractions of 
the abdominal muscles have been suggested as 
causative factors, but their importance is problema- 
ical. 

Torsion occurs usually from left to right and 
varies from go to 360 degrees. The pathological 
picture is characterized by obliteration of the 
cervical canal or uterine cavity, subperitoneal 
hemorrhage extending often to surrounding organs, 
venous stasis and cedema, and finally aseptic 
gangrene leading eventually to necrosis with 
secondary infection. The tubes, ovaries, and round 
ligaments are congested and oedematous. A sero- 
sanguinous exudate is usually present in the 
abdominal cavity. 

The symptoms of acute torsion are a sudden, 
sharp pain in the lower abdomen, nausea, vomiting, 
syncope, and a rapid pulse. ‘The temperature is 
normal or only slightly elevated. Examination of 
the abdomen reveals a hard, tender tumor mass. 
There is no muscle spasm. Vaginal examination 
discloses elevation of the fornices as in torsion of an 
ovarian cyst, and extreme tenderness on mobiliza- 
tion of the cervix. The cul-de-sac remains soft and 
non-sensitive. 

The following 5 special clinical forms of acute 
torsion are distinguished: 

1. A pseudo-hemorrhagic form with symptoms 
suggesting tubal pregnancy with intraperitoneal 
hemorrhage. 

2. Torsion accompanied by intestinal occlusion 
and the signs and symptoms of mechanical ileus. 

3. Torsion accompanied by symptoms of ileus 
without actual intestinal obstruction, in which a 
diagnosis is impossible. 

4. An attenuated or subacute form in which the 
acute symptoms have subsided and only uterine 
tenderness remains. 

5. Repeated twisting and untwisting with recur- 
rence of symptoms at intervals of several weeks or 
months. 

The prognosis for recovery depends chiefly on the 
degree of involvement and the time of surgical inter- 
vention. According to Hitzaniadés, the mortality 
without operation is 63 per cent and the mortality 
with operation 8 per cent. The author believes that 
early intervention will reduce the latter figure, and 
that operation should be performed immediately 
regardless of the state of shock. Shock can be 
relieved only by removing the torsion. Subtotal 
hysterectomy is the operation of choice. 

The chronic form of torsion is an insidious process 
difficult to recognize. It is characterized by repeated 
crises of abdominal pain, nausea, and vomiting 
occurring at intervals of several weeks or months. 
Menstrual disorders due to obliteration of the 
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uterine cavity are usually present. Hamatometra 
causes enlargement of the uterus simulating preg- 
nancy. The diagnosis is usually made only at 
the time of operation. The treatment indicated is 
hysterectomy. Harotp C. Mack, M.D. 


Norris, C. C.: The Diagnosis of Early Carcinoma of 
the Cervix. Am. J. Cancer, 1934, Xx, 295. 


The mortality from cancer of the cervix is far 
greater than is indicated by published statistics as 
the latter usually represent the best results. The 
predisposing factor in cervical carcinoma is the cer- 
vicitis which always develops after laceration. 
Therefore prophylaxis is very important. Early 
diagnosis is another very important factor in deal- 
ing with this disease because the prognosis depends 
on the stage of advancement. 

In the early stage of the disease symptoms are 
few or absent. They may be ignored by the patient 
or she may have the inherent fear of cancer and the 
common belief that it is incurable and therefore 
delay seeking medical advice. Incomprehensible as 
it may seem, one of the chief reasons why physicians 
fail to recognize the disease is their failure to make 
a pelvic examination. 

Two aids in the diagnosis of early carcinoma of the 
cervix are the Schiller iodine test and the use of the 
colposcope. Areas which have not been stained by 
the iodine are not positive evidence of carcinoma 
but indicate points where biopsy should be done. 
For early diagnosis of carcinoma of the canal, a 
modification of the Clark test is valuable. 

Considerable experience is necessary properly to 
interpret the pictures presented by the colposcope. 
The author reports the findings with this new in- 
strument and discusses its advantages. 

The final diagnosis is based on the findings of 
microscopic examination by a competent patholo- 
gist. However, a negative result means only that no 
carcinoma has been found in the tissue examined. 
This shows the limitations of biopsy. Although in- 
vasion and alterations in the shape of the cells are 
histological characteristics of carcinoma, it is diffi- 
cult to determine their presence in a given specimen 
because invasion and morphological changes are so 
often matters of degree. Even the most experienced 
gynecological pathologists differ regarding the 
criteria on which a diagnosis of extremely early car- 
cinoma should be based. Several investigators have 
shown that cervical carcinoma usually has its origin 
in the transitional epithelium of the external os. 

Leukoplakia is frequently followed by carcinoma- 
tous change. Although leukoplakia has been con- 
sidered infrequent, Hinselmann has been able to 
demonstrate it in about 1 per cent of all patients 
examined with the colposcope. 

In the author’s cases most of the neoplasms appear 
to have had their origin at, or only slightly distal to, 
the point of transition between the columnar and 
squamous epithelium. The transition to malignancy 
was abrupt and sharply defined, and the line of 
demarcation was usually oblique. Immediately be- 


neath the new growth there was generally an in- 
flammatory reaction. The superficial layer of epi- 
thelium was often absent or unrecognizable. The 
prickle-cell layer was greatly changed. The nuclei 
were irregular in size, generally large, round, or oval, 
and deeply stained. A moderate enlargement of the 
nucleoli is stressed by some. In early neoplasms the 
basalis often shows marked and characteristic 
change. Epithelial pearls are suggestive, but not 
diagnostic, of carcinoma. 

Simple papilloma, condyloma, hyperkeratosis, 
hypertrophy, and -epidermidalization may offer 
difficulty in diagnosis as to their benign character. 
Leukoplakia, which appears to predispose to the 
development of cancer, can be readily differentiated 
from carcinoma by an experienced pathologist. 

T. FLoyp BELL, M.D. 


Matousek, M.: Radium in the Treatment of Uter- 
ine Carcinoma (Radium gegen Uteruscarcinom). 
as. lék. Gesk., 1932, pp. 1390, 1418, 1540, 1563. 

After a quite comprehensive review of the his- 
torical development of the radium treatment of 
uterine cancer, the author discusses the methods of 
treatment used today in various institutions and 
then describes his own method. Important mile- 
stones in the development of the treatment of uter- 
ine cancer were the year 1907, when Dominici 
demanded the use of ultrapenetrating rays; the 
year 1913, when, in many congresses, radium irradia- 
tion was discussed not only as palliative procedure 
but also as a therapeutic method in inoperable cases; 
and the period immediately after the world war, 
when radium treatment began to compete with 
surgery. 

In the discussion of the methods of treatment 
used today attention is directed first to the French 
school. On the one hand there is the school of Re- 
gaud and Lacassagne, which has spread the theories 
of Dominici and his pupils, Wickham, Degrais, 
Chéron, and Rubens-Duval; advocates moderate 
doses of radium equally divided between the uterus 
and vagina, heavy filtration, uninterrupted periods 
of treatment of moderate length, and a total dosage 
of 8,000 mgm.-units; and rejects excochleation. On 
the other hand there is the school of Nabias who, on 
the basis of his studies of the value of the karyo- 
kinetic index with regard to the radiosensibility of 
tumors, uses small amounts of radium over a long 
period of time. 

The author next describes in detail the methods 
of Forsell and Heymann of Sweden which are based 
on the teachings of Rubens-Duval and Chéron— 
the use of large amounts of radium divided in the 
ratio of 40:80 between the uterus and the vagina, 
heavy filtration, relatively short periods of treat- 
ment repeated two or three times at intervals of 
one or two weeks, a total dose of from 6,000 to 7,000 
mgm.-units, and no excochleation. 

The methods of other institutions and nations are 
described only very briefly. MatouSek states that 
Seubfert was the first to give a carcinoma dose of 
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6,000 mgm.-units; Warnekross and Bumm were the 
first to advocate combined radium and roentgen 
treatment; and Kroenig was the first to use per- 
cutaneous irradiation. Decker urges irradiation 
treatment for all squamous-cell carcinomata but for 
only inoperable adenocarcinomata. Schmitz recom- 
mends Doederlein’s division into stages. Regaud 
has accepted Winter’s rules for comparative statis- 
tics. Petersen warns against excochleation because 
of the danger of metastases. The method of choice 
is the complete uterovaginal application at several 
points of relatively large amounts of well-filtered 
radium. Radium puncture and the radium surgery 
which has been developed especially by the Belgians 
are considered of only slight value. 

On the basis of his own successful results from 
irradiation treatment and those of others, and tak- 
ing into consideration especially the low primary 
mortality associated with irradiation, the author 
concludes that radiotherapy deserves the same recog- 
nition as operation even in operable cases of carci- 
noma of the uterus. A disturbing factor is the occur- 
rence of metastases after local cure, but MatouSek 
believes that this is no less frequent after operation. 
His own method of treatment is as follows: 

After three days of preparation by vaginal douches 
of chloramin or potassium permanganate and 
evacuation of the bowels, the external genitalia and 
the vagina are disinfected and excochleation, cau- 
terization, and dilatation of the cervical canal are 
done. The corpus is then curetted and the radium 
treatment is begun immediately thereafter. The 
curettage is done for diagnostic purposes and the 
excochleation to bring the irradiation nearer the 
carcinoma. From 4 to 6 applicators with tubes con- 
taining from 10 to 20 mgm. of radium element are 
employed. In advanced cases and cases of carcinoma 
of the corpus, 20-mgm. tubes are placed in the uterus 
or a 10-mgm. tube is placed in the uterus, a 20-mgm. 
tube in the cervical canal, a 10-mgm. tube in the 
vagina, and a 20- or 10-mgm. tube in front of the 
portio. The filtration equals 1 mm. of platinum. 
Secondary filters or applicators are used for the 
uterus and a rubber drain with 2-mm. walls, the 
rubber of a Niabas pessary, or 5 mm. of cork 
for the vagina. The pessary is shown in an illus- 
tration. It is a ring pessary with lateral projections 
to hold the container in the vagina. The treat- 
ment is continued for from three to five days accord- 
ing to the amount of radium used, and is usually 
carried out at one time. The total dose is 6,000 
mgm.-units. Occasionally an additional vaginal dose 
of from 2,000 to 3,000 mgm.-units is given after an 
interval of from six to eight weeks. In addition 
there is given at the same time a roentgen treatment 
of the parametrium, in 4 fields in cervical carcinoma 
and in 5 fields in carcinoma of the corpus, with a 
dosage of from 750 to 780 r for each field. The 
parametrium is treated also by the injection of from 
5 to ro c.cm. of an oily emulsion of emanation of 
activated silver or of tungsten which contains radia- 
tions in the form of Radium D. These substances 
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remain in the parametrium for a long time and block 
the spread of the carcinoma cells through the 
lymphatics. Friep. (G). 


McEwan, P.: A Study of Hysterectomy. Brit. M.J/., 
1934, 1, 574- 


The investigation reported in this article was 
undertaken to determine the end-results of hyster- 
ectomy from the standpoint of the patient’s satis- 
faction with the operation, the severity of the 
menopausal symptoms, the justification for removal 
or preservation of the ovaries, changes in sexual feel- 
ing and sex relationship, and the frequency of post- 
operative obesity. 

The indication for the operation was endometritis 
with salpingo-odphoritis and endometriosis in 67 
cases, fibroids in 37 cases, malignant disease of the 
fundus of the uterus and postmenopausal hemor- 
rhage in 2 cases each, and carcinoma of the cervix, 
placental mole, bilateral pyosalpinx, and bilateral 
retroperitoneal cysts in 1 case each. 

A vaginal hysterectomy was done in 4 cases, a sub- 
total hysterectomy in 98, and panhysterectomy in 
10. Both appendages were removed in g1 cases and 
both were preserved in 12. 

After the operation, 109 of the patients were re- 
stored to health and 3 were in indifferent health. 

The precise indication for hysterectomy varies ac- 
cording to the point of view of the surgeon. Among 
the cases reviewed there was only 1 case of cancer of 
the cervix. All other cases of this condition were 
treated by irradiation. Some uncomplicated cases of 
severe menopausal hemorrhage were also treated 
with radium, and certain cases of fibroids were 
treated by myomectomy instead of hysterectomy. 
The relatively large group of patients treated by 
hysterectomy for endometritis, salpingo-odphoritis, 
and endometriosis included women whose health 
was undermined by recurring pelvic pain, dysmenor- 
rhoea, and menorrhagia and whose physical and 
nervous energy had been exhausted by menstrua- 
tion. 

The 4 women treated by vaginal hysterectomy 
made a speedy recovery. When the cervix is badly 
torn, panhysterectomy is preferable. Leucorrhoea 
was cured in 45 of the 50 cases in which it occurred 
as a pre-operative complaint. Its cure did not seem 
affected by removal or preservation of the cervix. 
Conservation of ovarian tissue did not modify the 
severity of the menopausal symptoms, the occur- 
rence of obesity, or the loss of sexual feelings. Meno- 
pausal symptoms were negligible in 27 per cent of 
the cases, slight in 16 per cent, moderate in 25 per 
cent, and severe in 32 per cent. The constant fea- 
ture in severe cases was pre-operative exhaustion of 
the nervous system. Women under forty years of 
age were more than twice as liable to obesity as 
women beyond that age. The author states that 
hysterectomy does not unsex a woman, as feminity 
can develop without the uterus and ovaries and may 
persist after their removal. Frequency of micturi- 
tion was cured by hysterectomy in 93 per cent of the 
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cases reviewed, and backache in 90 per cent. The 
mortality in the entire number of cases in which 
hysterectomy was done was 1.5 per cent. 

ALIcE F. MAxwELL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Bergstrand, H.: The Nature of Virilizing Ovarian 
Tumors (Ueber die Natur der virilisierenden Ova- 
rialtumoren). Acta obst. et gynec. Scand., 1934, xiii, 
330. 


Following a review of some of the literature on 
ovarian neoplasms producing male characteristics in 
women, the author describes four ovarian tumors 
causing hirsutism in cases observed by him and re- 
ports the findings of his microscopic examination of a 
tumor reported by Berner and a tumor reported by 
Strassmann. In two of his own cases he proved the 
growth to be a folliculoma or a granulosa-cell tumor, 
especially as the strands of tumor cells formed bodies 
resembling atretic follicles. On the basis of these 
two cases he made a histological analysis of the four 
others and came to the conclusion that they were 
fundamentally of the same nature. In one of them 
he found an unmistakable ovum in the center of the 
large mass of malignant tumor tissue. Besides ova- 
rian elements—granulosa and lutein cells—cysts 
lined with columnar epithelium and containing mu- 
cus occurred in three cases. In two cases these cysts 
were quite distinct from the ovarian elements of the 
tumor. Bergstrand therefore considers these tumors 
to be a combined malformation of the germinal epi- 
thelium of the mesonephros and of Wolff’s duct or 
Mueller’s duct. From the clinical point of view it is 
of interest that these tumors, which macroscopically 
are shaped like ovaries, often show mitosis and other 
signs of rapid growth, but are usually clinically be- 
nign if they are removed in time. However, in one of 
the author’s cases, that of a girl seventeen years old, 
death occurred from extensive metastasis to the 
peritoneum five months after operation. 

Microscopic examination gives no clue as to 
whether the active hormone is produced by the 
granulosa or by the lutein cells of the tumor. The 
investigations of Steinach and Kun, who in 1931 
were able to demonstrate the virulizing effect of cor- 
pus luteum extract on guinea pigs, seem to indicate 
that this secretion is a function of the lutein cells. 

When Meyer described these tumors, his explana- 
tion of their hormonal influence appeared logical and 
was generally accepted. However, other investiga- 
tors, among them Bergstrand, interpret the findings 
differently. Bergstrand emphasizes hirsutism as a 
characteristic of masculinization. Other evidences 
are changes in the tone of the voice, atrophy of the 
breasts, hypertrophy of the clitoris, amenorrhcea, 
and loss of libido. 

The differentiation between primary carcinoma 
and granulosa-cell tumor of the ovary or luteinoma 
from hypernephroma is still difficult. Secondary sex 
characteristics are due to hormonal influences, but 
the hormone or hormones have not been identified. 


In every case the opinions of several investigators 
may be necessary for proper identification of the 
tumor. A. F. Lasu, M.D. 


Kleine, H. O.: The Morphological and Functional 
Character of Granulosablastomata. Investiga- 
tions of the Hormonal Action of Ovarian Blas- 
tomata (Die morphologische und _ funktionelle 
Kigenart der Granulosablastome. Untersuchungen 
ueber hormonale Wirkungen von Eierstockblas- 
tomen). Arch. f.Gynaek., 1933, clv, 168. 


Twelve cases of granulosa-cell tumors with hyper- 
plasia of the endometrium are reported briefly. One 
of the patients was a child three and one-half years 
old with enlarged breasts and slight enlargement of 
the uterus. Two were girls eighteen years of age and 
the others women up to sixty-one years of age. Hy- 
perplasia was found also in two other cases in which 
the endometrium could be investigated. Seven of 
the tumors were cystic, five were solid, and all were 
unilateral. In two cases metastases were formed. 
One was that of an eighteen-year-old girl with re- 
peated recurrences after roentgen-ray treatment, 
but with final cure thirteen years after the opera- 
tion and eight years after the last roentgen treat- 
ment. The other was that of a thirty-nine-year-old 
woman who died from metastases eight years after 
the operation in spite of irradiation. Seven of the 
women lived from two to twenty-one years after 
the operation. 

The pathological anatomy and histology are dis- 
cussed. Kleine’s cases represented nearly all of the 
known forms. The tumors were considered “‘dyson- 
togenetic.”” In one case vacuole formation in the 
granulosa epithelium in an otherwise normal ovary 
of a sexually mature woman was found incidentally. 
However, it was impossible to determine whether it 
was a follicle or was lying in the medullary layer. 

Most of the patients were of the pyknic type. The 
hypophysis of a sixty-one-year-old woman who died 
from bronchopneumonia two and one-half days 
after the operation was found to be fairly normal. 
Like Tietze, the author found the tubal mucosa in 
older women to be still the same as in women at 
the age of active sexual life. The tube of the small 
child was strikingly far advanced in development. 
Kleine compares his observations with similar 
observations reported in the literature. 

The hormonal effects of the tumors are the sub- 
ject of a special discussion. Ropert MEYER (G). 


Szathmary, Z. von: Brenner Tumors in the Wall of 
the Larger Ovarian Cystomata (Ueber Bren- 
nersche Tumoren in der Wand groesserer Ovarial- 
cystome). Arch. f. Gyaek., 1933, cliv, 390. 

Among 1,114 ovarian tumors removed at the 
Gynecological Clinic of the University of Budapest 
in a period of fifteen years 5 Brenner tumors were 
found. Four of the latter appeared as nodules in 
the wall of pseudomucinous cystomata and 1 as a 
nodule in a simple serous cystoma. The detailed 
description of the tumors is supplemented by illus- 
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GYNECOLOGY 


trations. Attention is called to the fact that the 
epithelium of the wall of the large pseudomucinous 
cyst was connected with the tube found in the solid 
part of the tumor. 

In the literature there are 19 reports pertaining 
to the uterus. Atrophy was found in 7 cases and a 
myoma in 9. Among the author’s cases there were 2 
of atrophic uterus and 2 of myoma. In 4 cases the 
solid parts of the tumors were quite large, the size of 
2 fists, and in 1 case the size of a nut. In 1 case the 
cyst wall was thicker than usual, and in the collapsed 
condition the loculi appeared to have a multiple 
layered epithelial covering of fine plice villose 
resembling the endometrium. 

Of the patients whose cases are reviewed by the 
author, more than 50 per cent were past fifty years 
f age. The majority were between the ages of fifty 
and seventy years. Of 23 reports, 7 pertained to 
iullipare and 16 to multipare. The older women had 
no hemorrhages, and of the younger women only a 
few had irregularity of bleeding. In the cases re- 
viewed by the author there was no unusual bleeding. 
\n endocrine function seems to be lacking. No 
hyperplasia of the endometrium could be found ni 
any of the cases, and lipoids were not demon- 
strated in the tumors. Adhesions of the tumors and 
ascites are unknown. Histologically and clinically, 
the tumors are benign. They are to be sharply dif- 
ferentiated from the granuloma-cell tumors. Ge- 
netically the cell foci of Walthard must be taken into 
consideration. R. MEyEr (G). 


EXTERNAL GENITALIA 


Cruickshank, R., and Sharman, A.: The Biology 
of the Vagina in the Human Subject. Parts I 
and II. J. Obst. & Gynec. Brit. Emp., 1934, xli, 190. 


By histological examination the authors found 
that glycogen is present in the vaginal epithelium 
up to the third or fourth week of life and during the 
reproductive period, but not in the prepuberty or 
postmenopausal periods. The periods in which it is 
present correspond to the periods of activity or 
presence of the ovarian hormone in the circulation. 
It is well known that the hormone is present from 
puberty to the menopause. The authors were able 
to prove its presence at least in the urine during the 
first few weeks of life. As there was no demonstrable 
ovarian activity at that time, the hormone was con- 
sidered to have come from the maternal circulation. 

In other investigations it was discovered that the 
presence of Doederlein’s bacillus and an acid vaginal 
secretion were coincident in time with the presence 
of glycogen in the vaginal epithelium. The authors 
believe that the production of the acid reaction is a 
defense mechanism against the establishment of 
harmful bacteria in the vagina. While this protec- 
tive mechanism may be absent in the earlier months 
of pregnancy, it develops as pregnancy progresses, a 
fact supporting the view that cestrin is produced in 
increasing quantities as pregnancy advances. 

Henry S. ACKEN, Jr., M.D. 


145 


Grabéenko, I.: Carcinoma of the Vulva According 
to the Material of the Oncological Institute 
(Vulvakarcinom nach dem Material des Onkono- 
logischen Instituts). Z. Akus, 1933, Ixiv, 33. 


Of 1,422 women with tumors of the genital organs 
who were seen in the Oncological Institute, Lenin- 
grad, in a period of five years, carcinoma of the vulva 
was found in only 61 (4.28 per cent). Its ratio to 
cancer of the uterus was 1:20.6. It occurred most 
frequently between the ages of fifty and eighty years, 
but 1 patient was twenty-nine years and 4 patients 
were between thirty and forty years of age. 

With regard to the etiology it is possible to speak 
only of a predisposing factor. Trauma (multiparity, 
scars following tears) is apparently of no decisive im- 
portance, as carcinoma of the vulva was found in 13 
nullipare and 4 virgins. Probably of more impor- 
tance in the causation of the condition is pruritus 
vulve, since in 53 per cent of the cases reviewed the 
patient had suffered for from three to five years be- 
fore the beginning of the carcinoma from irritation 
caused by the discharges due to chronic vaginitis and 
endocervicitis. In 5 (8.2 per cent) of the cases the 
vulvar carcinoma developed on the basis of a solitary 
condyloma, the sequela of chronic gonorrhoea. An 
irritating discharge was present in 9.8 per cent of the 
cases and eczema in 1.6 per cent. In 27.87 per cent 
no causative factor could be discovered. 

The most common site of origin of carcinoma of 
the vulva is probably the surface epithelium. In 
only 1 case did the author observe the development 
of cancer from Bartholin’s gland. In 62.29 per cent 
of the cases reviewed the carcinoma was on the la- 
bium majus. In 3 of these cases there were contact 
metastases on the other labium. 

The lesion was a squamous-cell carcinoma in 11 
cases, a basal-cell carcinoma in 29 cases, a melano- 
carcinoma in 1 case, and a precancerous lesion in 1 
case. 

When the glands are palpable on both sides, the 
glands on the other side are rarely free from involve- 
ment. Ina case of carcinoma of the clitoris a metas- 
tasis was found in the right lung. In another case 
there was a massive oedema of the thigh so great that 
the middle third had a circumference of 80 cm. 

In cases of multiple condylomata the differential 
diagnosis may present difficulties and require a histo- 
logical examination. 

The clinical cases are divided into 4 groups: (1) 
those of multiple tumors without metastasis, (2) 
those of movable tumors with movable inguinal 
glands, .(3) those of fixed tumors with movable in- 
guinal glands, and (4) those of fixed tumors with 
fixed glands. The last 2 groups are regarded as 
hopeless. Cases in these groups constituted 29.5 per 
cent of those reviewed. 

The simplest and best treatment of carcinoma of 
the vulva today is surgical operation, but in close 
competition with this is electro-excision with the 
electrothermic apparatus. Although, after the lat- 
ter, the wound heals by secondary intention, it sel- 
dom heals by primary intention after sharp excision. 
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Electro-excision gives excellent haemostasis and 
closes the lymph vessels so that possible aspiration of 
the cancer cells is hindered. In the Oncological In- 
stitute it is regarded as an excellent method for car- 
cinoma of the vulva. Irradiation had not been found 
to vield noteworthy results. 

Whether the cellular tissue should also be removed 
in cases in which the glands are not palpable is still 
questionable. In the author’s opinion its removal is 
not always necessary. 

In 22 cases of carcinomatous adenopathy irradia- 
tion therapy yielded no cures; at most, it resulted in 
only a slight decrease in the size and some increase in 
the mobility of the glands. In eighteen cases the 
superficial and deep glands were removed by split- 
ting Poupart’s ligament transperitoneally along the 
course of the large vessels. In sixteen of these cases 
the wound healed by secondary intention. Consider- 
able pressure with sand bags could not prevent the 
collection of lymph or hematoma formation. In 2 
cases of carcinoma of the vulva complicated by 
erysipelas the latter did not prevent recurrence of 
the cancer, a fact which refutes the theory that 
treatment with erysipelas streptococci may be of 
value in cancer. In carcinoma of the vulva the 
method of treatment used is not the chief factor. Of 
most importance is diagnosis made while the car- 
cinoma is still local. At that stage all methods are 
good. Irradiation therapy is less satisfactory than 
surgical operation. Active diathermic intervention 
is to be preferred to the use of the knife, especially 
when the cancer is degenerating. T. PETERSON (Z). 


MISCELLANEOUS 


Wynne, H. M. N.: Some Observations on Stricture 
of the Female Urethra. Am. J. Obst. & Gynec., 
1934, XXVil, 373. 

The author reports his findings in thirty-six cases 
of urethral stricture in women. 

The most common cause was gonorrhceal ure- 
thritis, but in some cases the condition was due to 
injury of the urethra from childbirth. In nearly 
half of the cases the cause could not be determined. 

In the majority of the cases repeated dilatation 
gave relief when it was carried out for a reasonabie 
length of time. Obstruction to the passage of a 
sound that will pass the meatus without difficulty 
may be present without causing symptoms. 

The pathological picture in the majority of clinical 
strictures is not known. It is probable that many of 
the symptoms are due to the accompanying ure- 
thritis rather than to the narrowing of the lumen. 

In the discussion of this report, DANNREUTHER 
stated that he had found urethral stricture in the 
female a very unusual condition. The careless or 
reckless use of the cautery or diathermy current to 
destroy Skene’s glands may be followed by a pro- 
nounced stricture. In the removal of carbuncles and 
the treatment of Skene’s glands great care must be 
taken to prevent damage to the floor of the urethra. 

Epwarp L. CorneELt, M.D. 


Shivers, C. H. deT., and Cooney, C. J.: The Forma- 
tion of Calculi in Urethral Diverticula of the 
Female. Report of a Case. J. Am. M. Ass., 
1934, Cii, 997. 


The formation of calculi in a diverticulum of the 
female urethra is rare. In a review of the literature 
the authors were able to find the records of only two 
authentic cases. In the case they report the calculus 
apparently formed in a pre-existing urine pocket. 
The anatomical relation of the muscle tissue to the 
mucous and submucous coats suggested that the 
pouch was congenital. The authors believe that the 
illness began at the time of a trauma to the urethra 
during a difficult labor with forceps delivery which 
occurred several years previously. 

The treatment indicated should include: (1) pre- 
liminary suprapubic drainage to divert the urinary 
stream, and (2) complete removal of the sac fol- 
lowed by repair of the urethral wall. In the authors’ 
case this treatment yielded an excellent result. 

ABRAHAM A. Braver, M.D. 


Zondek, B.: Primary Polyhormonal Amenorrheea 
with Hyperplastic Glandular Cystic Mucosa 
(Primaere polyhormonale Amenorrhoe mit glandu- 
laer-cystisch hyperplastischer Schleimhaut). Acta 
obst. et gynec. Scand., 1934, xiii, 309. 


In earlier investigations Zondek found that 
amenorrhoea and hemorrhage may both be the 
result of the same functional process, namely, a too 
strong and protracted production of follicular hor- 
mone (folliculin) or a qualitative and quantitative 
change in the production of luteohormone. These 
observations suggested to him the possibility of 
“polyhormonal pathological pictures” which might 
be diagnosed by quantitative analysis of the urine 
for hormones. In the chain of evidence there still 
remained a missing link. It was not yet proved that 
the mucosa of the uterus shows the same changes in 
amenorrhoea as in hemorrhage. 

In this article Zondek reports a case of primary 
polyhormonal amenorrhcea in a_ twenty-year-old 
woman with persisting follicle, a highly increased 
secretion of folliculin (400 mouse units per liter), 
and glandular cystic hyperplastic uterine mucosa. 
In normal ovarian conditions the output of hor- 
mone is from 200 to 300 mouse units per liter. It is 
therefore apparent that the same anatomical changes 
can be found in amenorrhoea as in polyhormonal 
hemorrhage (metropathia haemorrhagica). This 
condition may be confused with extra-uterine preg- 
nancy because of the amenorrhcea and the soft, 
cystic mass to one side of the uterus. 

A. F. Lasu, M.D. 


Vignes, H., and Boros, E.: Lesions Resulting from 
the Use of Intra-Uterine Contraceptive Pes- 
saries (Lésions consécutives a l’emploi des pessaires 
anticonceptionnels intra-utérins). Gynéc. et obst., 
1934, XXiX, 244. 

While the sale of intra-uterine contraceptive 
pessaries is prohibited in France, the legal restric- 
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tions protect only the poor. Unscrupulous practi- 
tioners still prescribe them in large numbers to 
women of means. This report reviews the world 
literature on complications resulting from their use. 

The authors describe the 2 most common types 
of contraceptive pessaries: (1) intra-uterine pes- 
saries placed entirely within the uterine cavity, and 
(2) mixed types with both an intra-uterine and a 
intravaginal application. The Pust and Graefenberg 
pessaries are of the first type. They consist of 
silkworm or silver filaments which are introduced 
into the uterine cavity after dilatation of the cervix 
and are left in place indefinitely. Pessaries of the 
second type, the so-called butterfly or wish-bone 
variety, consist of a disk intended to cover the 
external os and, supported by the disk, a stem to 
extend through the cervical canal. The intra- 
uterine portion consists of two arms extending out in 
a V-shape. The arms are very flexible so that they 
can be squeezed together easily and enclosed in a 
yelatine capsule to facilitate their introduction into 
the uterine cavity. When the capsule melts, the 
arms extend laterally to the uterine walls and 
retain the pessary in place. 

Whatever type of pessary is used, its introduction 
is not easy and not devoid of danger. Pessaries of 
the intra-uterine type are usually retained in- 
definitely. Those of the mixed type are usually 
removed for cleansing at intervals of several 
months. The intra-uterine pessary, acting as a 
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foreign body, causes hyperplasia of the endome- 
trium. Graefenberg considers this only a slight exag- 
geration of the normal, but others consider it defi- 
nitely pathological. However, Graefenberg cautions 
against the use of his pessary in cases of adnexal, 
vaginal, cervical, or endometrial infection. 

A review of the world literature reveals numerous 
reports of fatalities or morbidity following the use 
of all types of intra-uterine pessaries. Rust reported 
17 deaths in 385 cases of complications. Smaller 
series of cases reported by Jones, Glaser, Keller, 
Vaudescal, and Sussex confirm the view that harm- 
ful effects are not uncommon. The most frequent 
complications are perforation of the uterus and 
pelvic peritonitis. 

The inefficiency of intra-uterine pessaries in pre- 
venting pregnancy is evidenced by reports of Keller, 
Konikow, Vaudescal, and Gummert. Of 78 cases of 
abortion occurring during their use which were 
reported by Gummert, puerperal infection occurred 
in 61 (81 per cent). 

The authors conclude that the intra-uterine pes- 
sary should be discarded as a contraceptive agent on 
the following grounds: technical difficulties in its 
introduction and removal; irritation and infection 
of the mucous membranes; the spread of infection 
to the adnexa and peritoneum; the danger of per- 
foration of the uterus and adjoining organs; and 
inefliciency in the prevention of conception. 

Haroip C. Mack, M.D. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Das, Sir K.: Twin Pregnancy. J. Obst. & Gynec. 
Brit. Emp., 1934, xli, 227. 

In 189,185,760 births reviewed by Das there were 
2,091,226 twins. The ratio of the births of twins to 
the births of single infants was therefore 1:90. The 
data were taken from the official birth statistics of 
various countries and from hospital and family 
records in various towns. The ratio of twin births 
to single births is highest, 1:71, in Russia and Den- 
mark, and lowest, 1:301, in Japan. In the white race 
it is 1:88, and in the colored race, 1:67. Figures 
from Calcutta and Madras show a distinctly higher 
incidence of twin births in the dark races. Climate 
does not seem to have an influence on the frequency 
of twins. No definite conclusion regarding periodic 
variation is possible. Harry W. Furyk, M.D. 


Schroderus, M.: Four Surgically Treated Cases of 
Unruptured Interstitial Tubal Pregnancy; In- 
terstitial Tubal Abortion. Contributions on 
Early Diagnosis (Vier unrupturiert operierte Faelle 
von interstitieller Tubenschwangerschaft; Abortus 
tuberius interstitialis. Beitraege zur Fruehdiag- 
nose). Acta obst. et gynec. Scand., 1934, xiv, 48. 


According to the statistics of recent years, cases 
of interstitial tubal pregnancy today constitute less 
than 1 per cent of all cases of tubal pregnancy. In 
interstitial tubal pregnancy, as in tubal pregnancy of 
other types, it is possible and advisable to differen- 
tiate between tubal rupture and tubal abortion. 

Since 1925, 109 cases of interstitial tubal preg- 
nancy have been reported in the literature. To these, 
the author adds 3 cases observed by himself and a 
case treated in the Obstetrical and Gynecological 
Clinic at Helsinfors. All of these were cases of inter- 
stitial tubal abortion. In two of the author’s cases 
the abortion was relatively recent, in the third it was 
somewhat older, and in the case treated at the Hel- 
sinfors Clinic it was still older. 

Two of the author’s cases were seen in the same 
year. In the first one, operation was performed after 
a diagnosis of myoma. In the other, the correct diag- 
nosis was made before operation. In the third case 
the diagnosis was very uncertain. In the case seen 
at the Helsinfors Clinic the condition was believed 
to be a myoma even at operation. 

The author describes the clinical picture of the ini- 
tial stage of an interstitial tubal abortion and empha- 
sizes that it is relatively constant and characteristic. 
Early diagnosis, which is very important in intersti- 
tial tubal abortion, is not so difficult as is generally 
assumed. More difficult is the differentiation between 
threatening abortion of an intra-uterine cornual preg- 
nancy and a myoma complicated by inflammation. 


On the other hand, cases in which rupture has al- 
ready occurred are almost impossible to differentiate 
from cases of true tubal rupture as the acute symp- 
toms mask the earlier clinical picture. It is apparent 
that in these cases also inflammatory factors are of 
chief importance in the etiology. 


Macomber, D.: The Effect of Changes in the 
Amount of Protein upon Pregnancy and Lacta- 
tion. Am. J. Obst. & Gynec., 1934, xxvii, 483. 


In experiments on rats, Macomber found that 
fertility was greatest when the diet had a 20 per 
cent content of protein and 2.9 gm. of protein were 
ingested daily. Progressive reductions in the daily 
intake of protein to a minimum of 0.83 gm. reduced 
fertility but did not materially affect pregnancy. 
However, the failure of reductions in the protein 
intake to affect pregnancy in the rat should not be 
interpreted as indicating that they would not affect 
pregnancy in larger mammals whose young are born 
at a later stage of development. 

The effect on lactation was very definite. As the 
daily amount of protein ingested fell from 4.84 gm. 
to a minimum of 0.86 gm., a smaller percentage of 
young was raised to weaning, the average weight of 
the young when they were weaned was less, and 
the weight lost by the mothers during lactation was 
greater. Finally, the metabolism during lactation 
fell below zero. 

The author suggests that there is an optimum 
requirement of protein, probably somewhere be- 
tween 100 and 125 gm. per day, for human pregnancy 
and lactation. This requirement is undoubtedly 
greater for lactation than for pregnancy, but with 
the greater development undergone by the human 
fetus before birth there is a correspondingly greater 
requirement for protein. It is suggested also that 
perhaps one of the reasons why certain women do 
not stand pregnancy and lactation well is that their 
diet is deficient in protein. 

Epwarp L. Cornett, M.D. 


Scott, W. A., and Henderson, D. N.: Pregnancy 
and Rheumatic Heart Disease. Am. J. Obst. & 
Gynec., 1934, XXvii, 342. 

Rheumatic heart disease is the most common type 
of heart disease encountered in pregnancy. Preg- 
nancy is frequently the exciting cause of myocardial 
failure. 

Advice given to the patient with rheumatic heart 
disease as to the risk of a contemplated pregnancy 
or the management of an existing pregnancy must 
be determined with careful consideration of her 
economic circumstances. 

The management of a pregnant woman with 
rheumatic heart disease requires the co-operation 
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of a cardiologist and an obstetrician. It is at least 
questionable whether the average age of death in 
cases of rheumatic heart disease is lowered by preg- 
nancy if the economic position of the patient is con- 
sidered. There is a general tendency to be too radical 
in the method of delivering women with rheumatic 
heart disease. 

At the Toronto General Hospital there were 28 
deaths in 5,850 consecutive deliveries, a mortality 
of 0.43 per cent. In 130 deliveries in cases of rheu- 
matic heart disease there were 11 deaths, a mor- 
tality of 8.45 per cent, but in the last 41 cases there 
was only 1 death, a mortality of 2.33 per cent. 

In the discussion of this report, Royston said 
that he had found a long bearing-down second stage 
rather hazardous in cases of rheumatic heart disease. 

Roncy stated that he had found twilight sleep 
helpful in the first stage, and that in all cases labor 
should be terminated artificially as soon as the first 
stage is over. Epwarp L. Cornett, M.D. 


Madzuginskij, A.: Perforation of the Uterus in 
Artificial Abortion (Ueber Uterusperforation bei 
kuenstlichen Aborte). Ginek., 1933, i/ii, 33. 


According to the statistics of the Ukrainian Gyne- 
cological Congress in 1927, perforation occurred at 
that time in 0.23 per cent of all artificial abortions. 
Since then, more comprehensive statistics have been 
published. According to the collected statistics of 
some of the Moscow gynecological clinics in 1929, 
perforation occurred in 45 of 62,000 artificial abor- 
tions or once in every 1,330 artificial abortions. 
There were no deaths. In the Third Moscow Gyne- 
cological Clinic during the same period of time per- 
foration occurred in 9 (0.04 per cent) of 21,500 arti- 
ficial abortions or once in every 2,400 artificial abor- 
tions. From the legalization of artificial abortion up 
to 1930, 135,000 artificial abortions were done in 
12 Moscow gynecological clinics. Perforation was 
known to have occurred in 76 cases and was sus- 
pected in 20 cases. It therefore occurred once in 
every 1,510 abortions or 0.07 per cent of the total 
number. Of 86,000 artificial abortions reported from 
the Moscow gynecological clinics in 1931, perfora- 
tion occurred in 31 (0.04 per cent) or in 1 of every 
2,788. There were no deaths. Since the legalization 
of abortion, 221,000 artificial abortions have been 
done. Perforation occurred in 127 (0.058 per cent) 
or in 1 of every 1,740. 

In 1930, in 14 hospitals of 12 large cities near 
Moscow there were 55,372 artificial abortions with 
perforation in 68 (0.1 per cent) or perforation in 1 
of every 814. In 59 small district hospitals there 
were 22,849 artificial abortions with perforation in 
0.15 per cent or 1 perforation in every 617 abortions. 
Specialists performed 29,719 artificial abortions with 
perforation in 32 (0.1 per cent), and non-specialists, 
6,408 abortions with perforation in 24 (0.4 per cent). 

According to the combined figures for Moscow 
and the provinces, a total of 312,000 artificial abor- 
tions were performed with perforation in 251 (0.08 
per cent) or perforation in 1 of every 1,243. 


In order correctly to determine the importance of 
uterine perforation as an obstetrical complication, 
its incidence calculated from statistics was compared 
with the incidence of a similar complication occurring 
at the end of pregnancy, namely, uterine rupture. 
According to Mironoff, the incidence of uterine rup- 
ture in 8,000 deliveries in Leningrad was 0.05 per 
cent. Of 18,000 deliveries reviewed by Iwanoff, 
uterine rupture occurred o.1 per cent. For the entire 
Soviet Union, Michailoff calculated the incidence of 
uterine rupture as o.15 per cent; Cholotkowski, 
as 0.05 per cent; and Kusmin, as 0.05 per cent. 
When the statistics for western Europe are included, 
the average incidence of uterine rupture is between 
0.04 and 0.05 per cent. When these figures are com- 
pared with the incidence of perforation of the uterus 
in artificial abortion in Moscow in 1931, 0.04 per 
cent, it is evident that the incidence of rupture and 
perforation of the uterus is about the same. 

Of 76 perforations, 91 per cent occurred in the 
corpus and 9g per cent in the cervix. Of 69 perfora- 
tions of the corpus, the perforation occurred into the 
abdominal cavity in 40 and into the broad ligament 
in 29. In 13, hematoma formation occurred. Forty- 
seven per cent of the perforations were produced by 
a curette and 29 per cent by a Hegar sound. In 9 
(12 per cent) abdominal contents were withdrawn. 
In 5, this was done with the curette, in 3 with the 
abortion forceps, and in 1 with the dressing forceps. 
The frequency of withdrawal of abdominal contents 
by the curette was due to the technical error of turn- 
ing the curette around in the uterus 180 degrees, a 
manipulation which is quite unnecessary. 

The treatment of perforation is of great impor- 
tance. A perforation occurring under aseptic condi- 
tions in a clinic is quite different from a perforation 
occurring in criminal abortion. Of 76 perforations 
reviewed, 40 were treated conservatively. Of 36 
cases in which laparotomy was done, suture of the 
wound with catgut after freshening of its edges was 
found sufficient. In 10 cases, excision of the wound 
was necessary. In 5 cases, removal of the uterus was 
done. Of the conservatively treated cases, a high 
fever persisted for some time in only 6. There were 
no deaths under either type of treatment. Fifty-six 
of the women were completely restored to health. 
Of 68 cases of perforation outside of Moscow, 28 
were treated surgically and 40 conservatively. 
There were no deaths. 

Although conservative treatment may be per- 
missible in some cases, it is not to be recommended 
as it is associated with uncertainty. The proce- 
dure of choice is surgical. In 50 laparotomies it 
was found very frequently that an optimistic 
assumption that the perforation injury was slight 
was not justified. Frequently severe hemorrhages, 
injuries of the mesenteric vessels, and extensive 
serosal defects are not evident until the abdomen is 
opened. Moreover, it is impossible to foretell whether 
infection through the uncared-for perforation open- 
ing will find a route into the abdominal cavity, and 
there are records of cases in which the perforation 
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never closed. The formation of adhesions and dis- 
placement of the uterus can be prevented only by 
a surgical procedure. ‘Therefore, except in perfora- 
tions with the sound, conservative measures are 
usually to be avoided. When the perforation occurs 
into the broad ligament, conservative measures 
may be used unless there is rapid hematoma for- 
mation. 

Frequently the surgical treatment of a perforation 
is followed by recovery without further complica- 
tions. In such cases it is impossible to find the scar 
of the perforation. After the occurrence of a perfora- 
tion, the curettage should be abandoned only when 
the injury has been produced by a grasping instru- 
ment and abdominal contents have been withdrawn. 
In all other cases the curettage should be completed 
before laparotomy is done. 

The stage of the pregnancy has apparently no in- 
fluence on the occurrence of perforation although 
perforation occurs most frequently between the 
eighth and ninth week. The number of previous 
pregnancies is also without influence on the incidence 
of perforation. 

To determine whether pathological changes in the 
wall of the uterus frequently precede perforation, 
the author made histological studies in 9 cases. In 
3, he found no pathological changes, in 1 case an 
adenomyosis, in 1 case a deeply penetrating decidual 
change in the myometrium with extensive lymphan- 
giectasis, in 1 case acute inflammatory changes, in 1 
case chronic metritis, in 1 case an extensive increase 
in the blood vessels and sclerosis of the vascular 
walls, and in 1 case loosening of the muscle fibers. 
While such changes may not be the only causes 
leading to perforation, they are to be regarded as 
predisposing factors. Von Knorre (G), 


LABOR AND ITS COMPLICATIONS 


Adair, F. L., and Davis, M. E.: A Study of Human 
Uterine Motility. Am. J. Obst. & Gynec., 1934, 
XXVH, 383. 

For some time it has been the author’s custom to 
insert a uterine pack following low cervical cesarean 
section. A small hydrostatic bag is inserted at the 
time of the operation and its stem carried out 
through the cervix and vagina and attached to a 
kymograph. The apparatus is shown in an illustra- 
tion. All of the authors’ observations have been con- 
tinued over a period more than six hours. 

Both segments of the uterus have tone, but the 
tone of the lower segment is definitely less than that 
of the upper segment. This seems to be true in both 
the parturient and the postpartum uterus. The tone 
of the upper segment can be influenced by certain 
preparations such as pitressin, pitocin and various 
pituitary extracts. Ergot preparations are uncer- 
tain in their action, but when they produce an effect 
they increase the tone. Quinine apparently does not 
increase the tone of the upper segment. None of the 
preparations used seemed to influence the tone of the 
lower uterine segment. 





The contractions of the upper segment are not 
always associated with pain. Their amplitude and 
frequency are not uniform. They are not absolutely 
rhythmic, either in degree or in time. If painful 
uterine contractions are used as the criterion of the 
onset of labor, it may be stated that the uterine con- 
tractions prior to the onset of labor do not vary 
greatly in frequency or in amplitude. After the be- 
ginning of painful contractions the first change noted 
is in the amplitude. This is followed by increased 
frequency and greater excursions in the amplitude. 
However, variable amplitudes and time intervals 
persist. 

The type of curve seems to be the same prior to 
the onset of painful contractions, during labor, and 
in the postpartum period. In analyzing the individ- 
ual contractions, it is observed that pain does not 
occur until the contraction is well advanced. The 
pain begins at about the upper third of the up curve 
and continues during the acme and for about the up- 
per two-thirds of the down curve. This coincides 
with clinical observations of uterine contractions 
during labor. 

The uterus relaxes gradually, and within from 
thirty to fifty minutes returns to normal tone and 
contractility. In the case of the human uterus the 
authors are unable to distinguish between the action 
induced by pitressin, pitocin, pituitrin, and infun- 
dibulin from their tracings of uterine tone and con- 
tractions. 

It is very difficult to evaluate the oxytocins from 
clinical observations. There have been great differ- 
ences of opinion regarding the action of quinine, 
ergot preparations, and pituitary fractions and sub- 
stances upon the uterus. The authors’ observations 
indicate that differences of opinion have been justi- 
fied by varying clinical experiences, and that much 
more work is necessary before the therapeutic value 
of these substances in clinical cases can be definitely 
established. Epwarp L. Cornett, M.D. 


Jackson, D. L.: Rupturing the Membranes to In- 
duce Labor. Am. J. Obst. & Gynec., 1934, xxvii, 
329. 

Rupture of the membranes has proved to be a safe 
and satisfactory method of inducing labor with a 
more certain action than other methods. The pre- 
liminary administration of castor oil and quinine is 
helpful, but the administration of pituitary extract 
after rupture of the membranes is of doubtful value. 

Elective cases should be carefully judged. The 
best criterion of the patient’s readiness for labor is 
the condition of the cervix. Labor induced by rup- 
ture of the membranes is usually shorter than labor 
at term. 

Maternal morbidity and infection are not in- 
creased by rupture of the membranes; on the con- 
trary, they are probably decreased by it. The pro- 
cedure has no apparent effect on the baby. 

The patient is under observation throughout labor 
and is saved the anxiety of rushing to the hospital 
while in severe pain and experiencing frequent con- 
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tractions. If barbiturates or other hypnotics are 
used, they can be administered early for the pa- 
tient’s comfort. Moreover, the patient is enabled 
to have a night’s sleep so that she will be well rested 
when labor begins. 

Whether the induction is elective or imperative, 
this method of starting labor artificially has a defi- 
nite place in the practice of obstetrics. 

In the discussion of this report, HAMILTON stated 
that in the cases of his patients who have gone into 
labor normally, the end-results have been far su- 
perior to those obtained in the cases in which he in- 
duced labor. Of his series of 160 patients, 12 had 
temperatures of from 100 to 104 degrees F. lasting 
for from one to five days. This was most disquieting. 

KANE said that incarceration of the anterior lip 
of the cervix between the head and pubes occurs 
more frequently when the membranes are ruptured 
before the cervix has become fully dilated. 

Epwarop L. Cornett, M.D. 


Anderson, D. F.: A Note on the Ketone Content of 
the Blood in Labor and Pre-Eclamptic Tox- 
emia. J. Obst. & Gynec. Brit. Emp., 1934, xli, 261. 


In determinations of the acetone and diacetic acid 
content of the blood in pregnancy and labor the 
author found the values rather consistently higher 
than normal. In none of the cases was the labor 
prolonged. In five cases of pre-eclamptic toxemia 
the values varied rather widely and apparently 
without relation to the severity of the toxemia. 

Because of the muscular activity involved in 
labor, Anderson is of the opinion that the diet of 
the pregnant woman should have a higher carbo- 
hydrate content than usual. He recommends the 
use of barley sugar constantly during labor. The 
increase in the carbohydrate intake is intended to 
combat possible shock. The author believes that in 
the toxemias of pregnancy a more adequate diet 
should be given, particularly one with a sufficient 
quantity of readily assimilable protein, such as 
milk. 

His results do not justify the adoption of routine 
determinations of the acetone and diacetic acid in 
the blood in the toxemias of pregnancy. 

Henry S. ACKEN, Jr., M.D. 


Clifford, S. H.: A Consideration of the Obstetrical 
Management of Premature Labors. New Eng- 
land J. Med., 1934, CCX, 570. 


Clifford studied the records of 304 premature in- 
fants at the Boston Lying-In Hospital to determine 
the influence of various obstetrical procedures and of 
maternal medical complications of pregnancy on the 
fate of the infant. Only about 3 per cent of the 3,000 
deliveries each year result in the birth of premature 
infants, yet this 3 per cent accounts for 50 per cent of 
the deaths of newborn infants. The latter percent- 
age would be much higher were it not for the fact 
that in the last seven years the gross mortality of 
premature infants has been reduced from 55 to 38 
per cent. The author’s study revealed that the 


safest method of delivery is either normal delivery or 
delivery with low forceps, while the most dangerous 
is cesarean section, which has a mortality of 44.4 per 
cent. The antepartum administration of morphine 
within one and a half hours of the delivery of a pre- 
mature infant was found to be associated in every 
instance with death of the infant. This high mortal- 
ity was apparently not due to the smaller size of the 
baby delivered by cesarean section or to the pres- 
ence of toxemia in the mother. It is attributed by 
the author, not to the operative delivery itself, but 
to the depressant effect of morphine and possibly of 
the ether on the physiologically immature respira- 
tory center of the premature infant. 

Cesarean section is the logical method for safe de- 
livery of a premature infant. However, while it un- 
doubtedly eliminates the factor of trauma during de- 
livery, the technique used today substitutes for 
trauma an even more dangerous factor, namely, 
asphyxia. In pregnancies complicated by toxemia 
and placenta prievia there is risk of fetal death and 
there may be danger to the mother in allowing the 
pregnancy to continue to term. Therefore the wis- 
dom of terminating the pregnancy artificially when 
a viable fetus can be demonstrated by stereoroent- 
genometric examination comes up for consideration. 
In pregnancies complicated by heart disease there is 
apparently no danger of intra-uterine fetal death if 
the pregnancy continues to term, but as there is risk 
to the mother artificial termination of the pregnancy 
may be advisable when viability of the fetus can be 
demonstrated. 

In a footnote the author adds that, to date, the 
possible influence of morphine has been further stud- 
ied in 850 consecutive cases of premature delivery. 
In 752 cases in which the mother received no mor- 
phine within four hours of delivery the infant mor- 
tality was 36 per cent, whereas in 98 cases in which 
she was given morphine within four hours of de- 
livery the infant mortality was 60 per cent. 

Harry W. Fink, M.D. 


Peckham, C. H., and Kuder, K.: Fetal Mortality 
in Contracted Pelvis with Prolonged Labor and 
Delivery Through the Birth Canal. Am. J. Obst. 
& Gynec., 1934, xxvii, 537. 


In a series of 442 cases of contracted pelvis the 
gross infant mortality of delivery through the birth 
canal following prolonged labor was 19.23 per cent 
and the corrected infant mortality 12.56 per cent. 

The mortality was higher in the cases of negro 
women than in those of white women, and definitely 
higher in the cases of multipare than in those of 
primipare. It was highest in cases of flat pelvis and 
lowest in cases of generally contracted pelvis. 

In almost half of the cases termination of the 
labor by operative means was necessary. In 24 cases 
craniotomy was done. In the cases in which an 
operative procedure was employed the mortality 
was 27.17 per cent. In cases of breech extraction 
and podalic version the infant mortality was ex- 
tremely high. 
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Children born to women with a flat pelvis were 
of about average size, but those born to women with 
a generally contracted or rachitic pelvis weighed 
several ounces below normal. The infant mortality 
varied directly with the size of the child. 

The wisdom of allowing a test of labor to progress 
more than twenty-four hours when uterine contrac- 
tions are adequate is dubious unless all signs point 
to speedy and spontaneous termination of the labor. 
Low cervical cesarean section is the procedure of 
choice for the child although it is probably associated 
with added risk to the mother. 

Epwarp L. Cornett, M.D. 


Cannell, D. E., and Dodek, S. M.: Primary Breech 
Presentations. Am. J. Obst. & Gynec., 1934, xxvii, 
517- 

The authors report on the results of breech deliv- 
ery in 550 (3.4 per cent) of 16,166 obstetrical cases. 
Four hundred infants were delivered at term with a 
gross mortality of 8.5 per cent and a corrected 
mortality of 6.75 per cent. 

The chief difficulty encountered was the undilated 
cervix. Manual dilatation of the cervix did not 
prove satisfactory, 34.5 per cent of the deaths of 
infants delivered at full term occurring when this 
procedure was adopted. 

Breech labor of elderly primipare is responsible 
for the high mortality of infants born at term. More 
frequent adoption of cesarean section in these cases 
is indicated when disproportion is present or labor 
is unduly prolonged. 

Breech labor and delivery are considerably more 
dangerous in primipare than in multipare. 

Preservation of the membranes has little effect on 
the duration of labor, but greatly decreases the 
dangers of delivery. Episiotomy is indicated in all 
cases of full-term breech presentations in primipare. 

Gentleness, deliberation, and careful manipulation 
are essential in breech extraction. Breech extraction 
under deep anesthesia and with full dilatation is a 
satisfactory method of delivery in cases of breech 
presentation. 

The more frequent adoption of external cephalic 
version is recommended to lower the fetal mortality 
in breech presentations. Epwarp L. Cornett, M.D. 


Hoffstrém, K. A.: A Series of 100 Caesarean Sections 
(Eine Serie von 100 Kaiserschnitten). Acta obst. et 
gynec. Scaud., 1934, Xiv, I. 

In the period from 1906 to 1933, ca#sarean section 
was performed in too (0.5 per cent) of 20,892 
deliveries at the Lying-In Hospital in Tammerfors, 
Finland. During the last three years it was per- 
formed in 1.8 per cent. 

In discussing the technique of the operation the 
author emphasizes that the lips of the uterine wound 
should not be closed with artery clips or forceps, 
injury to the serosa of the uterus should be avoided, 
and the peritoneal suture should be done tangentially. 

Of the cases reviewed, a corporeal incision was 
made in 36, a cervicocorporeal incision in 56, and a 


purely cervical incision in 8. In infected cases the 
incision was made either cervically (retrovesically) 
or, after lifting of the uterus from the abdominal 
cavity, cervicocorporeally. 

In 73 per cent of the cases there were no com- 
plications. The puerperal morbidity was 27 per 
cent. In 24 cases there were slight disturbances and 
in 2 cases more severe disturbances in the puer- 
perium. There were 5 deaths, but as none of them 
had any relation to the operation, there was no 
operative mortality. The corrected infant mortality 
was I per cent. 

The 3 chief indications for the operation were: 
(1) a disproportion between the infant’s head and 
the maternal pelvis such that it appeared that the 
use of high forceps would be of no avail or contra- 
indicated, (2) severe hemorrhage from placenta 
previa in cases in which the cervical canal was still 
undilated, and (3) the forms of eclampsism and 
eclampsia in which purely expectant treatment by 
the Stroganofi-Zweifel procedure or a conservative ac- 
tive treatment was unsuccessful or the eclampsia was 
so severe that these methods were contraindicated. 

Great importance is attached by the author to 
the absence of infection, the site of the incision in 
the uterus, and the prognosis. The decision as to the 
presence or absence of infection was based on the 
presence or absence of manifest clinical symptoms 
of infection and whether or not the patient had 
been subjected to a vaginal examination before she 
entered the clinic. 

The postoperative adhesions were studied in 14 
cases, chiefly those in which cesarean section was 
done for the second time (in 1 case for the third 
time) at the Lying-In Hospital. In 7 of these 
cases there were no adhesons, in 5 cases slight 
adhesions, and in 2 cases severe adhesions. ‘The 
author concludes that the formation of adhesions 
is to be attributed, not to infection in the course of a 
previous cesarean section, but to disturbances of 
the healing of the wound in the uterine wall or the 
presence of other peritoneal lesions. The latter 
seem especially liable to favor the formation of 
adhesions in the corporeal incision. 

Seventeen of the patients became pregnant again 
comparatively soon after the operation. Six were 
delivered spontaneously at term of large children, a 
fact showing the resisting ability of the scar. 

In conclusion the author says that the extension 
of the indications for cesarean section during the 
last decade has saved life in a large number of 
otherwise hopeless cases of placenta previa and 
eclampsia. Therefore, without greatly endangering 
the mother’s life, it is now possible much more fre- 
quently than formerly to save the life of the infant. 


Brattstrém, E.: Results of Extraperitoneal Czesa- 
rean Section (Quelques résultats de la césarienne 
extrapéritoneale). Acta obst. et gynec. Scand., 1934, 
Xiv, 37. 

The author reviews seventeen cases in which extra- 
peritoneal cesarean section was performed by Latz- 

















ko’s method. All of the infants survived. One tuber- 
culous mother died a month after the operation. 
Autopsy disclosed peritonitis. Small lesions of the 
bladder or peritoneum occurred in four cases. In no 
case was there a fistula remaining at the time of the 
patient’s discharge from the hospital. The operative 
technique is described briefly. ‘The Latzko method is 
recommended particularly for cases of suspected in- 
fection in which intraperitoneal cesarean section is 
contra-indicated or it appears that a vaginal inter- 
vention would be too difficult. 


Molinengo, L.: Rupture During the Course of 
Labor of a Uterus Previously Subjected to 
Cesarean Section for Vesicular Mole (Rottura 
in travaglio di parto di utero precedentemente cesari- 
zatto per mola vescicolare). Clin. ostet., 1934, Xxxvi, 
88. 

The case reported was that of a woman twenty- 
four years old who had been subjected to cesarean 
section two years previously for vesicular mole. 
During the first part of the labor in which the uterus 
was ruptured the pains were strong and effective. 
Later, progress became so slow that delivery was 
effected by low forceps. A living child was born. 
Following the delivery there was little bleeding. 
Through the abdominal wall the author palpated a 
sulcus in the anterior wall of the uterus. Massage 
of the uterus caused no contraction. On vaginal 
examination, the examining finger slipped through 
a tear in the uterus into the general peritoneal cavity. 
The patient showed no signs of shock or acute 
anemia, and there was no severe pain or severe 
external hemorrhage. 

Immediate removal of the uterus by laparotomy 
was followed by good recovery. Examination of the 
resected uterus showed that the rupture had oc- 
curred through the scar of the cesarean section. The 
author attributes the defective scar to the rapid in- 
volution of the uterus following the molar pregnancy. 

PETER A. Rosi, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Hare, R.: The Hemolytic Streptococci from the 
Vagina of Febrile and Afebrile Parturient 
Women. J. Path. & Bacteriol., 1934, xxxviii, 129. 


The investigation reported by the author in- 
cluded the following procedures: 

1. Hemolytic streptococci from febrile and afe- 
brile cases were incubated on a mixing machine in 
normal defibrinated human blood, and by means of 
explants into agar at intervals an increase or de- 
crease in the number of surviving cocci was deter- 
mined. 

2. Hemolytic streptococci from afebrile cases 
were incubated in the blood of the patients as well 
as in that of normal persons to detect a possible in- 
crease in immunity. 

3. The virulence for mice of strains from afebrile 
patients and the possibility that it might be in- 
creased by passage were investigated. 
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As a result of this study, the author drew the fol- 
lowing conclusions: 

1. Strains of hemolytic streptococci from afebrile 
parturient women are killed easily by normal human 
blood. 

2. Strains from severe invasive infections are 
able to multiply. 

3. Strains from localized infections show less 
tendency to multiply than those from invasive in- 
fections, but cannot be killed so easily as those from 
afebrile cases. 

4. The blood of afebrile cases with haemolytic 
streptococci in the cervical secretion behaves toward 
these organisms in much the same way as normal 
blood. 

5. The virulence for mice of strains from afebrile 
cases can be increased by animal passage. 

Cart H. Davis, M.D. 


Fruhinsholz, A. Postpartum Tuberculous Menin- 
gitis (Méningites tuberculeuses du post-partum). 
Gynéc. et obst., 1934, XXiX, 193. 

Tuberculous meningitis may develop at any stage 
of pregnancy. The author observed a case in which 
it occurred at the onset of gestation with symptoms 
suggesting hyperemesis gravidarum. Couvelaire and 
Lacomme have described the clinical picture of 
tuberculous miningitis during the last third of preg- 
nancy and have emphasized its diagnostic difficulties 
and the problems involved in the prognosis for the 
life and health of the fetus. The author describes 
this condition as it is manifested during the puer- 
perium and discusses the problem of the causal 
relationship of delivery. 

The unfavorable effect of pregnancy and delivery 
upon all forms of tuberculosis is well known. 
Mechanical as well as biological factors lower the 
resistance of the organism, re-activate latent foci, 
and disseminate the bacilli through the ruptured 
uterine sinuses into the general circulation after 
placental separation. The author reports a case of 
tuberculous meningitis in a multipara with an 
isolated pulmonary lesion who succumbed on the 
sixteenth day after normal delivery. At autopsy, a 
retained placental cotyledon was discovered in the 
right uterine cornu. In another case, also that of a 
multipara, death occurred on the twenty-eighth 
day after curettage for septic abortion. In a third 
case death resulted five weeks after premature 
delivery. The placenta was fibrinous and had a 
lardaceous appearance. Although autopsy was not 
performed, the author is of the opinion that in this 
case there was a tuberculous endometritis with 
secondary placental involvement resulting in pre- 
mature delivery. A fourth case, which terminated 
fatally seven weeks after delivery, was similar. 
The author draws the following conclusions: 

1. The puerperium following delivery or abortion 
favors and provokes the dissemination of tubercle 
bacilli, particularly to the meninges. 

2. In some cases the disease has its onset during 
pregnancy, brings about early termination of the 
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pregnancy, and continues its course during the 
puerperium. In other cases it appears to have its 
onset during the puerperium, sometimes beginning 
as late as six weeks after normal delivery. 

3. Delivery or abortion may act directly (me- 
chanically) in disseminating the infection by caus- 
ing tissue damage which exposes localized foci to the 
blood stream, or by causing sudden vasomotor 
effects. Biological factors (lowered resistance to 
disease) may also aid in the propagation of the 
infection during this period. 

4. Tuberculous meningitis usually develops from 
three to six weeks, rarely from two to three weeks, 
after delivery. 

5. Late tuberculous meningitis is generally 
related to delivery or abortion through an inter- 
mediary pathological state which establishes the 
transition between parturition and septicemia. 

6. This intermediary state is usually manifested 
clinically by the characteristic signs of a mild puer- 
peral infection and progresses from the subfebrile 
state without clinical significance to the stage of 
frank meningitis. 

7. The tuberculous focus may be pulmonary, 
pleural, or genital. Anomalies of the placenta noted 
in two of the four reported cases suggested the pre- 
existence of endometrial anomalies due to tuber- 
culous infection. Harovp C. Mack, M.D. 


NEWBORN 


Henriet, P.: Necrosis of the Cellulo-Adipose Tissue 
of the Newborn from Obstetrical Trauma (La 
nécrose du tissu cellulo-adipeux du nouveau-né par 
traumatisme obstétrical). Rev. frang de gynéc. et 
d’obst., 1934, XXiX, 124. 

Necrosis of the subcutaneous adipose tissue of the 
newborn resulting from birth trauma is rare and 
often unrecognized. A study of this condition opens 
the way for interesting investigations of the chemi- 
cal constitution of fats and the histological reactions 
of the subcutaneous cellular and adipose tissue of the 
newborn. 

Two clinical forms of necrosis of the cellulo- 
adipose tissue of the newborn have been described. 
The more frequent type is discrete and limited to a 
single tissue, while a less common type is more ex- 
tensive and involves several tissues. The discrete 
form usually occurs on the malar region of the face at 
the points of pressure applied by the obstetrical for- 
ceps. It makes its appearance usually asa small nod- 
ule or plaque on the fourth or fifth day, disappears in 
from two to eight weeks, and is entirely asymptom- 
atic. The diffuse form appears as multiple nodules 
or plaques corresponding to areas subjected to 
trauma during delivery or resuscitation (face, shoul- 
ders, thorax, buttocks). These nodules may vary in 
size and appearance, the areas of induration being 
rounded in the nodular type and irregular in the 
plaque form. The overlying skin is purplish, red- 
dish, or violaceous and gradually fades. The cuta- 
neous surface is smooth, cannot be wrinkled, does 


not pit on pressure, and is insensitive. These areas 
increase in size for several days and then regress 
slowly to disappear after several weeks. An atypical 
variety of the affection is followed by liquefaction. 
The author reports a case of this type. Aspiration of 
the fluid shows degenerating adipose tissue and cellu- 
lar débris. The liquid is sterile on culture, but may 
be infected secondarily if the overlying skin is 
abraded. The prognosis for cure through spontane- 
ous resorption is excellent. The diagnosis is simple 
if the condition is borne in mind. It has been con- 
fused with ecchymosis, scleroderma, sclerema, nodu- 
lar erythema, erysipelas, and gumma. Histological 
examinations reveal no changes in the skin (dermis, 
epidermis) and no vascular lesions. The adipose tis- 
sue shows marked necrosis with invasion of histio- 
cytes. Fatty acid crystals are numerous. Micro- 
scopic cysts surrounded by histiocytes are numerous. 
The highly vascularized connective tissue is hyper- 
trophic and cedematous and invades the lobules of 
fat. 

Fat necrosis occurs most often in regions rich in 
subcutaneous fat. Attempts to explain its fre- 
quency in the skin of the newborn are unsatisfactory. 
The author believes that there is a parallelism be- 
tween fat necrosis in the newborn and steatosis in 
the adult, and that further studies of the adult type 
will clarify the condition seen in the newborn. The 
initial lesion consists of fat destruction through 
saponification giving rise to a foreign-body reaction 
within the tissues. This is followed by fat regenera- 
tion after resorption of the fluid. The manner in 
which trauma results in saponification is not under- 
stood, but has been attributed to the liberation of a 
lipase, ischemia, local chilling, and fetal choles- 
terinemia. Infection is definitely not the causative 
agent. 

No treatment is necessary in most instances. The 
skin should be protected against infection. If ex- 
tensive liquefaction occurs, the fluid may be evacu- 
ated under precautions for asepsis. 

Harowtp C. Mack, M.D. 


MISCELLANEOUS 


Leclerc, G.: Transmission of Cancer from Mother 
to Fetus (La transmission du cancer de la mére au 
foetus exist-elle?) Gynéc. et obst., 1934, Xxix, 40. 

A woman nineteen years of age became pregnant 
while suffering from a tumor of the maxillary sinus. 
Biopsy and histological examination showed the 
tumor to be a round-cell sarcoma. The neoplasm 
was removed and radium applied. Vaginal and uter- 
ine generalization developed and necessitated cx- 
sarean section. The child succumbed a few minutes 
after extraction. The mother also died. Autopsy on 
the child revealed no trace of malignancy. The pla- 
centa was free from signs of neoplasm. 

Integrity of the fetus of a woman in a state of can- 
cerous septicemia whose uterus was infiltrated with 
neoplastic nodules seems surprising. It is to be ex- 
pected that the fetus would be increasingly endan- 
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gered in the following three conditions: (1) primary 
cancer of the uterus, (2) cancer in any location with 
multiple metastases, and (3) metastatic involvement 
of the pregnant uterus. 

Cancer of the uterine cervix during pregnancy 
does not endanger the fetus. Although cancerous 
septicemia presents a distinct menace to the fetus, 
transmission of the cancer to the fetus usually does 
not occur. However, there are exceptions to this 
rule. In a case reported by Lebert in 1851, a nodule 
was found at autopsy in the peritoneum of a four 
months’ fetus extracted from a mother dying of gen- 
eral cancerous infection. As the nodule was lost, its 
histological examination was impossible. 

In 1931, Sabrazés referred to a case reported by 
Parkers—that of a woman twenty-seven years of 
age who, eighteen months previously, had been oper- 
ated upon for sarcoma of the thigh. In April, 1929, 
after the occurrence of visceral and subcutaneous 
metastases, this woman was delivered by cwsa- 
rean section at term. The child was apparently nor- 
mal, but the placenta was infiltrated with melanoid 
tumor nodules. In July, the mother died of metas- 
tases. The child developed satisfactorily to the age 
of eight months. It was then admitted to the hos- 
pital with enlargement of the liver and spleen and 
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slight fever. It died in January, 1930. Autopsy re- 
vealed numerous cutaneous, subcutaneous, and vis- 
ceral nodules with the typical histological structure 
of malignant melanoma. The liver was apparently 
the first organ attacked, the neoplastic elements 
having passed from the placenta by way of the um- 
bilical vein into the hepatic capillaries. 

Another case of transmission of cancer from mother 
to fetus was reported by Holland. In this case also 
the cancer was of the melanoid type. It was located 
in the skin of a woman twenty years of age. Excision 
was followed by recurrence two months later. Two 
months after a second operation, the woman became 
pregnant. When she was examined two weeks before 
term the cancer had become generalized. The fetus 
was living, but the inferior segment of the uterus was 
occupied by a soft diffuse mass which hindered en- 
gagement of the head. Cwsarean section was per- 
formed. Numerous metastatic nodules were found in 
the peritoneum and the placenta. The child ap- 
peared normal. The mother died two months later. 
At the age of eight months the child showed numer- 
ous melanoid nodules of the skin and hypertrophy of 
the liver. It died at the age of ten months. Autopsy 
revealed generalized metastases. 

EpITH SCHANCHE Moore. 
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ADRENAL, KIDNEY, AND URETER 


DeCourcy, J. L., DeCourcy, C., and Thuss, O.: Sub- 
total Bilateral Suprarenalectomy for Hyper- 
suprarenalism (Essential Hypertension). J. 
Am. M. Ass., 1934, cii, 1118. 


The authors believe that there is a definite rela- 
tion between so-called essential hypertension and 
hypersuprarenalism. They have performed bi- 
lateral subtotal suprarenalectomy in six cases of 
hypertension. In two, which are reported in detail, 
both the systolic and the diastolic blood pressure 
fell from 30 to 80 mm. Hg. 

The operation consists in removal of about two- 
thirds of each suprarenal. It is done in two stages. 

The authors state that an analogy exists between 
overactivity of the suprarenals due to hypersu- 
prarenalism and overactivity of the thyroid due to 
hyperthyroidism, and that in conditions of essen- 
tial hypertension it is always possible to demon- 
strate hyperplasia of the suprarenal medulla. 

Frank M. Cocuems, M.D. 


Mombaerts, J.: A Graphic Method of Functional 
Exploration of the Kidneys by Means of Dyes: 
Chromo-Urinography (Un procédé graphique 
d’exploration fonctionnelle des reins par les color- 
ants: la chromo-urinographie). J. d’urol. méd. et 
chir., 1934, XXXVii, 117. 

The author has elaborated a new technique which 
consists in giving an intravenous injection of indigo- 
carmine and then immediately collecting urine from 
each kidney on blotting paper placed on a horizontal 
revolving cylinder. The tinted urine leaves a mark 
on the blotting paper. 

The apparatus is portable and consists of a cylin- 
der activated by clockwork. The cylinder turns on a 
horizontal axis and can be regulated to any desired 
speed. A sheet of very absorbent blotting paper is 
rolled around the cylinder. There are two carriages 
supplied with rubber tubes, and to each rubber 
tube a ureteral catheter is attached. When the 
urine flows onto the blotting paper it leaves a colored 
line. The carriages are moved laterally when one 
complete turn of the cylinder is made. 

Most of the curves have been made with the 
cylinder revolving at the rate of one turn in eight 
minutes. As the paper had a circumference of 48 
cm., one minute was equal to 6 cm. and 1 mm. was 
equal to one second. 

In making the test, a catheter is placed in each 
ureter, the bladder emptied, and the cystoscope 
removed. For about ten minutes samples of urine 
are collected for bacteriological and chemical exami- 
nation. The catheters are then attached to the rub- 
ber tubes of the carriages. The intravenous injection 
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of the dye is made rapidly, 2 ctgm. of indigocarmine 
in to c.cm. of water being given. The cylinder is 
started in motion as soon as the injection is finished. 
The urine flows drop by drop, and streaks with a 
blue tint are soon seen. 

The tracings show the exact time at which the dye 
appears in the urine and also the time it disappears. 
The amount of dye being eliminated can be deter- 
mined by comparison with standards. The rhythm 
and size of the ejaculations, the amount of diuresis, 
and the effect of various drugs can be determined. 
Phenolsulphonphthalein may be used instead of 
indigocarmine and its excretion registered on blot- 
ting paper impregnated with an alkali. 

When the kidney is normal, the dye appears be- 
tween one and eight minutes. These are the extreme 
points. The line of appearance depends on the 
amount of diuresis. The color appears later in cases 
in which the urine is scanty than when diuresis is 
profuse. 

In normal cases the color appears early and 
reaches its maximum in a short time. It then 
disappears rapidly at first and more slowly later. 

When the kidney is deficient, the curve is re- 
tarded, the dye appears late, the maximum is 
delayed, and the disappearance is slow and imper- 
ceptible. 

In reading the tracings, all the elements of the 
curve must be considered and a comparison made 
between the two kidneys. In general, the color 
appears earlier on the normal side, but in some 
cases it appears at the same time in both tracings 
when one kidney is deficient or appears first on the 
affected side. The author believes that more atten- 
tion should be paid to the intensity of the color 
than to the time of its appearance provided it 
appears within the normal time limit. When all 
the elements of the tracings are retarded, extra- 
renal factors or bilateral renal lesions should be 
considered. 

It is difficult to determine the exact time that the 
color disappears totally. As a rule it cannot be 
seen at the end of an hour. 

Chromo-urinography has the advantage over 
chromocystography in that it is objective and 
exact. The author believes that it will be of great 
value in surgery of the urinary tract and in the study 
of the physiology of the kidney. 

AARON S. SCHWARTZMAN, M.D. 


Dambrin, L.: The Comparative Anatomy of the 
Nerves of the Kidney (Anatomie comparée des 
nerfs du rein). Arch. d. mal. d. reins et d. orga’ es 
génito-urinaires, 1933, Vii, 565. 

The technique used in his studies by Dambrin was 
that of Laignel-Lavastine of the Museum of Natural 
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History, Paris. Many of the lower forms were dis- 
sected, but most of the studies were made on mate- 
rial from frogs and dogs. 

In the amphioxus there is no sympathetic nervous 
system and the urinary organs are not distinct. The 
sympathetic nervous system begins to make its ap- 
pearance in the fish. In the amphibia, the sympa- 
thetic nervous system extends throughout the length 
of the body. In the frog, the renal nervous system is 
analogous to that of man. In reptiles and birds, the 
renal plexus shows the morphological characteristics 
of the renal plexus in man. In mammalian animals 
the anatomical arrangement is the same as in man 
except that the renal plexus has fewer branches. 

Many of the problems connected with renal in- 
nervation are explained by the fetal development of 
the kidney. 

As the author has undertaken no histological re- 
search, his discussions of microscopic anatomy are 
based on the findings of others. He cites especially 
those of d’Evant. 

The larger number of the renal nerves penetrate 
the interior of the organ at the hilus, but the kidney 
also receives fibers which penetrate the external sur- 
face, thus forming an anastomosis with the capsular 
plexus. The glomeruli, the urinary tubules, the ca- 
lyces, and the renal pelvis are all richly supplied with 
nerve fibrils. Marsu W. Poote, M.D. 


Billi, A.: A Contribution to the Pathological 
Anatomy and Surgical Treatment of So-Called 
Essential Hzmaturic Nephralgia (Contributo 
alla anatomia patologica ed alla terapia chirurgica 
della nefralgia ematurica cosidetta essenziale). Ann. 
ital. di chir., 1933, Xii, 1493. 

The symptoms of idiopathic nephralgia are so like 
those of other renal conditions that a differentiation 
on this basis alone is usually impossible. The etiol- 
ogy and pathological anatomy of idiopathic nephral- 
gia are still obscure. Some urologists believe that 
the condition may represent an early stage of nephri- 
tis in which only a few scattered glomeruli are 
involved. 

Billi reports two cases in detail, including the 
histological findings in the removed kidney. He 
concludes that in these cases the cause of the symp- 
toms was an adhesive pachycapsulitis. He states 
that examination of serial sections of the kidney 
removed at operation is the only method which will 
reveal very small anatomical lesions in the capsule 
or parenchyma. In the absence of demonstrable 
lesions the condition must be presumed to be func- 
tional, yet functional imbalance may be determined 
by an extremely minute lesion missed in the exami- 
nation of the tissue. 

The completely undetermined nature of the condi- 
tion has led to great differences of opinion regarding 
the treatment. Billi believes that the treatment is 
necessarily surgical. The procedures which may be 
employed include decapsulation of the kidney, inter- 
ruption of the sensory nerve pathways, and nephrec- 
tomy. Decapsulation, the most conservative pro- 
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cedure, is favored by many surgeons. Its disadvan- 
tage lies in the possibility of recurrence of the 
symptoms with the formation of a new capsule. 
Various methods of denervating the kidney have 
been described, but all aim to abolish the pain which 
is the most annoying symptom. Nephrectomy is 
indicated when conservative methods fail. 
A. Louts Rost, M.D. 


Kirkpatrick, H. J. R.: An Investigation into the 
Permeability of the Kidney to Bacteria in the 
Circulating Blood. Brit. J. Urol., 1934, vi, 1. 


In a review of the literature Kirkpatrick found 
differences of opinion as to whether bacteria are 
excreted through the intact kidney. In an experi- 
mental investigation of this problem he, injected 
suspensions of various bacteria into the veins of 
rabbits, collecting the urine aseptically through a 
rubber catheter both before and after the injections 
The bacteria used were the bacillus coli, the pneu- 
mococcus, the streptococcus hemolyticus, the bacil- 
lus tuberculosis, and the staphylococcus aureus. 
The experiments were carried out on a large num- 
ber of rabbits and were carefully controlled. Blood 
cultures were made at varying periods following the 
injections to determine the rapidity with which the 
organisms disappeared from the blood stream. 

In the experiments with tubercle bacilli, inocula- 
tion of guinea pigs with the urinary sediment was 
negative. In those with other bacteria the organisms 
were recovered in varying quantities from the urine 
when large numbers were used and fluids were 
pushed. 

Because of the tremendous number of bacteria 
and the high grade of bacteria@mia necessary for 
positive findings in the urine, Kirkpatrick concludes 
that permeation of the normal kidney is not a 
mechanism in the production of bacteriuria under 
ordinary conditions. IrvinG J. Sapiro, M.D. 


Kimball, F. N., and Ferris, H. W.: Papillomatous 
Tumor of the Renal Pelvis Associated with 
Similar Tumors of the Ureter and Bladder. A 
Review of the Literature and Report of Two 
Cases. J. Urol., 1934, XXxxi, 257. 


Papillary tumors, benign or malignant, involve 
the pelvis of the kidney much less often than the 
parenchyma. Not infrequently they are associated 
with papillary neoplasms in the ureter and bladder. 
The authors report two cases of papilloma of the 
renal pelvis. In one, the tumor was carcinomatous, 
and in the other apparently benign but with im- 
plantations along the ureter. In the former, nephrec- 
tomy, and in the latter, nephro-ureterectomy was 
done. In both cases the operation was followed by 
bladder tumors. In the first case these were treated 
by bladder resection with ureterectomy and the 
implantation of radon seeds was done, and in the 
second case only by the cystoscopic implantation of 
radon seeds. In the former there was no evidence 
of recurrence in several months. In the latter, death 
eventually resulted from metastases. 
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Papillary tumors of the renal pelvis cause pro- 
fuse hematuria. Pyelographic evidence is of great 
importance in the diagnosis. Of the cases reported 
in the literature, recurrences developed in 64 per 
cent, and of those in which the original tumor was 
benign, the recurrences were malignant in 23 per 
cent. Because of the high frequency of recurrences, 
the treatment of choice is early complete nephro- 
ureterectomy including the intramural portion of 
the ureter. AnpREW MCNALty, M.D. 


Davis, R. L.: Diverticulum of the Ureter. J. Urol., 
1934, XXX1, 473. 

The first records of diverticulum of the ureter 
appeared in the literature in 1921, when two cases 
were reported by Neff and Hale. The diverticulum 
usually occurs in the lower portion of the ureter. 
The best treatment is resection and implantation 
of the ureter into the bladder. 

In the case reported by the author a stone was 
removed from the lower part of the right ureter by 
ureterotomy. About five months later the patient 
returned with chills, a high fever, pain in the right 
kidney, and pyuria. Examination revealed urinary 
stasis and colon-bacillus infection of the right kid- 
ney, and pyelo-ureterography disclosed a large sac- 
culation external to the right ureter, extending from 
the lower pole of the kidney to a point below the 
ilium. The thin-walled diverticular sac was drained, 





Sac which had developed five months after ureterotomy 


about 500 c.cm. of foul-smelling turbid urine being 
evacuated, and a week later ureteronephrectomy 
was done. 
This was a case of acquired ureteral diverticulum 
secondary to ureteral stricture and stone formation. 
Maurice MELTzeER, M.D. 


Bergendal, S.: On the Clinical Study of Malignant 
Tumors of the Ureter. Acta chirurg. Scand., 1934, 
Ixxiv, 179. 

After reviewing the very few records of sarcoma of 
the ureter in the literature, the author reports a sar- 
coma of the left ureter in a man twenty-eight years of 
age. Previously healthy, this patient had had con- 
stant hematuria for a month, and on admission to 
the hospital was extremely anemic. The first cysto- 
scopic examination showed blood-tinged fluid trick- 
ling continually from the left ureteral ostium and 
rhythmic ureteral contractions which flung out 
powerful red spurts. The second examination 
showed blood-tinged jets occurring at intervals, each 
jet broken by very short pauses. On catheterization 
the catheter passed the tumor without the slightest 
difficulty. At both examinations distinctly blood- 
colored fluid was obtained also from the renal pelvis. 
Retrograde and excretion pyelography revealed di- 
latation of the renal pelvis and dilatation of the ure- 
ter down to the pelvic inlet. The lowest part of the 
ureter was of normal caliber. A portion of the ureter 
from three to four fingerbreadths in length between 
the dilated and the narrow part could not be filled. 
Evidently this was the site of the pathological change 
responsible for the bleeding and the cystoscopic find- 
ings. The diagnosis was tumor of the ureter or tumor 
of the renal pelvis with ureteral implantation. 

Nephro-ureterectomy was done. Below the site at 
which the ureter crossed the iliac vessels, a 2.5-cm. 
portion of the ureter was found to be the site of a 
tumor. Microscopic examination showed the neo- 
plasm to be a polymorphocellular sarcoma. 

After rapid convalescence the patient again be- 
came able to work, but six months after the opera- 
tion he returned extremely anemic and dyspneeic, 
and two days after his admission to the hospital he 
died. 

At autopsy, the ureteral stump was found to be 
free from tumor, but quite close to the stump there 
was a tumor, the size of a Spanish hazelnut, which 
bulged into the iliac vein. Other findings were me- 
tastases at the promontory, at the tracheal bifurca- 
tion, in the lungs, and in the left pleura. The left 
pleural cavity contained 7 liters of a deeply blood- 
colored fluid. 

The author reviews also twenty-seven cases of 
carcinoma of the ureter which were not included 
among the forty-nine cases collected by Rousselot 
and Lamon in 1930. On the basis of the seventy-six 
cases in the two collections he discusses the pathol- 
ogy, symptoms, and diagnosis of ureteral carcinoma. 
The most important symptoms are hematuria, pain, 
and a palpable resistance usually due to the hydro- 
nephrotically changed kidney but sometimes to the 
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ureteral tumor itself. Of great aid in the diagnosis 
are cystoscopy, ureteral catheterization, and urog- 
raphy. By expert urological examination it is now 
possible to make a correct, at least probable, diagno- 
sis in the majority of cases. 

The treatment is surgical. Complete nephro- 
ureterectomy should be done, if possible in one stage. 
[here are reports of several cases in which the pa- 
tient was in good condition one year or longer after 
this operation. For further improvement in the re- 
sults the cases must treated earlier. 


BLADDER, URETHRA, AND PENIS 


Christopherson, J. B., and Ward, R. O.: Bilharzia 
Disease in England. Brit. J. Surg., 1934, xxi, 632. 


The authors report a case of bilharzia disease in a 
man twenty years of age who apparently contracted 
the condition in South Africa. The symptoms were 
pain in both kidney regions and intermittent at- 
acks of hematuria over a period of sixteen months. 
Ova of Schistosoma hematolium were found in the 
irine. Cystoscopic examination disclosed an intense 
yullous oedema surrounding the right ureteral orifice 
and extending to the trigone, and vesicles of a pecu- 
liar yellow color over the entire trigone. 

The treatment consisted of intravenous injections 
if sodium antimony tartrate. A total of 28 gr. was 
given in a period of twenty-eight days, the dose 
being increased from '2 gr. up to 2 gr. After 9 gr. 
had been administered, the ova and blood disap- 
peared from the urine. 

On cystoscopic examination one month after the 
last injection the bladder appeared norma! except 
for a few scattered yellow vesicles. These were be- 
lieved to be dead ova under the mucosa which would 
be thrown off later. 

The relative merits of antimony preparations are 
discussed. Tueorutt P. Graver, M.D. 


Kretschmer, H. L., Barringer, B. S., Braasch, W. F., 
Dean, A. L., and Others: Cancer of the Blad- 
der. A Study Based on 902 Epithelial Tumors 
of the Bladder in the Carcinoma Registry of the 
American Urological Association. J. Urol., 
1934, XXxi, 423. 


Of 902 epithelial tumors of the bladder recorded 
in the Carcinoma Registry of the American Uro- 
logical Association, 76.25 per cent occurred in males 
and 23.75 per cent in females. The greatest num- 
ber occurred between the ages of fifty-five and fifty- 
nine years. Seventy-six and six-tenths per cent in- 
volved the trigone, neck, and lateral wall. Fewer 
than half of these, but over three-fourths of tumors 
occurring in the vault of the bladder, were highly 
malignant. Recurrences developed in 46.2 per cent 
of the cases. 

In 63.52 per cent of the cases hematuria was the 
initial symptom, but in only ro per cent of these 
was a complete examination made and the diag- 
nosis established within a month after the first 
appearance of the hematuria. Cystoscopy, biopsy, 
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and X-ray examination were the chief means of 
diagnosis and proved to be highly accurate. The 
standard methods of treatment were resection, ful- 
guration, and irradiation. At the end of five years, 
33.24 per cent of the patients were still alive. 
THEOPHIL P. GRAvER, M.D. 


Grabcénko, I.: Cancer of the Penis (Cancer penis). 
Vestnik. Chir., 1933, \xxxvii/Ixxxix, 222. 

Forty cases of carcinoma of the penis were found 
among 5,157 cases of malignant tumors in males 
which were treated at the Oncological Institute at 
Leningrad during the years from 1926 to 1932. 
Twenty-six of the men with carcinoma of the penis 
had a phimosis and 6 presented syphilitic lesions of 
the penis, namely, condylomata or scars. The author 
divides the cases of penile cancer into the following 
4 groups: (1) tumors of the penis without palpable 
metastases, 18 cases; (2) tumors with movable 
metastases in the inguinal glands, 11 cases; (3) im- 
movable tumors with infiltration of the symphysis 
and movable metastases in the inguinal glands, 1 
case; and (4) immovable tumors with immovable 
glandular metastases, 6 cases. The 4 remaining cases 
were cases of recurrence. 

The treatment of choice was amputation of the 
penis at a distance of from 2 to 3 cm. from the edge 
of the tumor. In the 25 cases treated in this way and 
followed up from six months to five and three- 
quarters years later not a single local recurrence was 
found. In 4 of 15 patients in the first group who 
were operated upon without removal of the inguinal 
glands metastases appeared in the glands after a 
time. Of 9 patients in the second group who were 
treated by amputation of the penis and removal of 
the inguinal glands, 3 died during treatment. After 
from two to five and one-half years 3 patients in this 
group were still free from recurrence. The following 
conclusions are drawn: 

Carcinoma of the penis constitutes from 0.77 to 3.5 
per cent of malignant tumors in the male. Phimosis 
holds the first place among the causes of carcinoma 
of the penis, and the late results of syphilis the sec- 
ond place. The decisive factor in the diagnosis is 
biopsy. Surgical treatment is superior to radium 
therapy both in its simplicity and its results. The 
cancerous inguinal glands are only slightly amenable 
to irradiation therapy. Neither a cure nor the pre- 
vention of recurrence can be obtained by irradiation 
therapy. Surgical removal is advisable even for 
glands which are not suspected clinically to be malig- 
nant. After the operation a re-examination should 
be madeevery twoorthree months. N. Petrov (Z). 


GENITAL ORGANS 


Dickson, W. E. C., and Hill, T. R.: Malignant 
Adenoma of the Prostate with Secondary 
Growths in the Vertebral Column Simulating 
Pott’s Disease. Brit. J. Surg., 1934, xxi, 677. 


The authors report a case of primary adenocar- 
cinoma of the prostate in a man thirty years of age 
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which had formed metastases in the pelvic, pre- 
vertebral, abdominal, thoracic, and deep cervical 
lymph glands and the spinal column. The involve- 
ment of the bodies of the seventh cervical and first 
thoracic vertebra and the adjacent portions of the 
spinal column and ribs had caused collapse of the 
vertebral bodies and a condition simulating Pott’s 
angular curvature with compression and softening 
of the spinal cord and Froin’s syndrome with 
xanthochromia. 

This case differed from the case reported by 
Roberts in which there was a continuous direct 
spread of the growth on the intraspinal surface of 
the dorsal wall of the spinal canal. However, the 
authors believe that Robert’s theory that there is 
an intraspinous pathway for the dissemination of 
prostatic carcinoma, consisting of the spinal lamine 
with their ligaments and the lymph spaces connected 
with these structures, may apply to it. The bony 
metastases in the authors’ case were entirely osteo- 
clastic and showed no evidence of the osteoplastic 
process generally described as characteristic of skele- 
tal metastases from the prostate. 

FRANK M. Cocuems, M.D. 


Muir, E. G.: Carcinoma of the Prostate. Lancet, 
1934, CCXXVI1, 667. 

Muir reviews the history of carcinoma of the pros- 
tate. The first case was reported by Langstaff in 
1817. Muir found the condition in 13 per cent of a 
series of routine autopsies on men over sixty years of 
age. While it develops in a large number of cases of 
benign hypertrophy, he questions whether the hy- 
pertrophy is in any way a predisposing factor. He 
also rejects chronic prostatitis and prostatic calculi 
as causes. 

As the symptoms are usually similar to those of 
benign enlargement, the correct diagnosis can be 
made only by rectal examination. A long history of 
urinary difficulty is suggestive of the development of 
malignancy in a benign hypertrophy. The initial 
symptom may be pain in the back or other evidence 
of metastases. The diagnosis is made on the basis of 
the characteristic rectal findings and the cystoscopic 
demonstration of nodules or cedema around the in- 
ternal urethral orifice or trigone. X-ray examination 
of the pelvis may show metastases and will aid in the 
differentiation of the condition from prostatic stones. 

Histologically, Muir divides prostatic carcinomata 
into three groups. In those of Group 1, which con- 
stituted 17 per cent of the tumors in his cases, there 
is marked tubule formation with well-differentiated 
cells and no mitotic figures. This is a relatively be- 
nign type which metastasizes late. In the carcino- 
mata of Group 2, which constituted 58 per cent of 
those reviewed by Muir, the tubules are fewer and 
there are large masses of spheroidal cells. Mitotic 
figures may be present, and metastases are usually 
formed. In the tumors of Group 3, which constituted 
25 per cent of those reviewed by Muir, there is an 
undifferentiated cell mass with little or no attempt 
at tubule formation. The picture may be very simi- 


lar to that of round-cell sarcoma. In all of the au- 
thor’s cases metastases occurred and the duration of 
life was very short. 

The lymphatics drain into the glands of the pelvis. 
Of the cases reviewed, 77 per cent showed definite 
glandular involvement. In 34 per cent there were 
visceral metastases, and in 28 per cent, metastases in 
bones. The author discusses the theoretical routes of 
metastatic involvement of bone and comes to the 
conclusion that there is a combined lymphatic and 
vascular dissemination. He states that from 80 to 90 
per cent of bone metastases are of the osteoblastic 
type. He attributes this fact to the stimulation of 
the fibrous reticulum in the bone marrow about the 
tumor cells. 

In discussing the possibility of radical operation 
for carcinoma of the prostate, Muir states that only 
Young has had any success with radical surgery. He 
concludes that the only possible field for radical sur- 
gery would be cases of carcinoma belonging to 
Group t. With regard to palliative treatment he 
states that suprapubic prostatectomy should not be 
done because it not only shortens the patient’s life 
but has a definite operative mortality. He has ob- 
tained the best results from palliative suprapubic 
cystostomy plus X-ray therapy. In cases so treated 
the average duration of life was three years and six 
months as compared with one year and six months in 
cases treated by cystostomy and radium irradiation 
and one year and two months in cases treated by 
cystostomy alone. In a number of cases endoscopic 
resection relieved the urinary difficulty and obviated 
the necessity for cystostomy. Muir has found the 
results of the use of radium needles inserted peri- 
neally to be distinctly inferior to those obtained with 
X-ray therapy. Irvinc J. SHartro, M.D. 


Puigvert Gorro, A.: The Technique and Results of 
Vesiculography (Technique et résultats de la 
vésiculographie). J. d’urol. méd. et chir., 1934, 
XXXVI, 193. 

The author describes a technique for visualization 
of the spermatic cord and seminal vesicle by the 
injection of neo-iodipin. This may be done by 
catheterization of the spermatic ducts, transrectal 
or perineal puncture of the seminal vesicles, trans- 
cutaneous puncture of the vas deferens, or vaso- 
puncture after inguinal exposure. 

The first of these methods is difficult because of 
reflux into the urethra, and the second and third are 
dangerous. The author prefers the fourth method. 
{n this procedure the vas is dissected free and the 
opaque medium injected under vision. Usually 3 or 
4 c.cm. will fill the tract, whereupon the patient will 
have a desire to urinate because of reflux of the 
medium into the bladder from the vesicles. Before 
the roentgenogram is taken it is advisable to have 
the patient empty the bladder to get rid of the excess 
medium. 

If the vas is blocked, a more proximal point of 
injection should be tried. If there is an obstruction 
at the urethra the patient will immediately feel a 
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colicky pain and the fluid will flow back through 
the point of injection. 

After the roentgenogram has been made it is 
advisable to massage the vesicles to get rid of the 
remaining opaque material. The neo-iodipin may 
remain in the tract for a week without causing harm. 
[In no case was any interference in function observed. 

The author emphasizes the importance of abso- 
lute asepsis in the technique, and recommends that 
the patient be kept at rest in bed for twenty-four 
hours following the injection. 

WitiiAM C. Beck, M.D. 


MISCELLANEOUS 


Goldstein, A. E., and Abeshouse, B. S.: 
Bacillus Infections in Urology. J. 
XXX1, 547. 

[he authors report a case in which gas gangrene 
lue to the Welch bacillus developed after a perineal 
prostatectomy. Seventy hours after the operation, 
‘edness, swelling, and emphysema appeared on the 
lower and outer aspect of the right thigh. This area 
was drained and irrigated and, in an attempt to 
check the spread of the infection, bacillus welchii 
antitoxin was injected intramuscularly beyond the 
outer limits of the crepitant area. Death occurred 
ninety hours after the operation. At autopsy, Welch 
bacilli were found in the rectal contents, the pro- 
static capsule, and the perineal wound as well as in 
the involved area on the right thigh. The manner 
of development of the gas-bacillus infection could 
not be determined. 


Gas- 
Urol., 1934, 


IOL 


The literature on gas-bacillus infection of the 
genito-urinary tract is reviewed. The authors 
emphasize the importance of early diagnosis and 
immediate treatment of the infection. The treat- 
ment of choice is wide incision and drainage supple- 
mented by the intramuscular and intravenous in- 
jection of a polyvalent serum. 

Tueoruit P. Graver, M.D. 


Price, I. N. O., and King, A. J.: Acute Gonorrhoea 
Treated with a New Gonococcal Vaccine. Brit. 
M. J., 1934, i, 748. 

rhe authors treated forty-six men suffering from 
acute gonococcal urethritis of varying severity with 
a colloidal suspension of gonococcal protein, 1 ¢.cm. 
of which contained the protein of 1,800 million 
gonococci. The vaccine was given subcutaneously. 
The general reaction ranged from slight headache 
and malaise to severe rigor with vertigo, nausea, 
and vomiting. 

While the complement-fixation test showed that 
the vaccine was a powerful and promptly acting 
stimulant to the production of antibodies, and while 
the time necessary to effect a cure was somewhat 
shortened by the treatment, the clinical results were 
disappointing. The authors believe that specific 
gonococcal antibodies tend to prevent the occur- 
rence of severe acute complications, but have little 
effect in eradicating the infection from its localized 
sites in the genital organs. Persons most likely to 
be benefited by the vaccine are those with chronic 
gonococcal complications such as arthritis. 

FRANK M. Cocuems, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Gurd, F. B.: Post-Traumatic Acute Bone Atrophy 
(Sudeck’s Atrophy). Ann. Surg., 1934, xcix, 440. 


In post-traumatic acute atrophy of bone, some- 
times called “‘Sudeck’s disease,’ the bones rapidly 
become porotic within a few days after an injury 
which may have been trivial. The hand or foot be- 
comes more and more swollen and painful. The skin 
may become glossy, and the joints more or less stiff. 
Absolute rest relieves the pain, and use and weight- 
bearing are not tolerated. The soft tissues, liga- 
ments, and cartilage also atrophy, sometimes to an 
extent sufficient to cause subluxation of a joint. The 
roentgenogram shows patchy areas of diminished 
density of all bones in the region of the trauma. 
Sometimes a mistaken diagnosis of tuberculosis is 
made on the basis of the roentgen findings. Charac- 
teristic of the disease is the fact that the symptoms 
and objective findings are out of all proportion to the 
trauma. Although the condition is followed by re- 
construction of the bone architecture and return of 
function, there are many cases in which complete 
recalcification never takes place. 

Pathological study of specimens of the bones shows 
that the absorption is not due to osteoclasis. There 
seems to be a uniform loss of bone substance, not 
merely a deficiency of mineral salts. A photomicro- 
graph of a carpal bone from an atrophied hand shows 
a diminution in the number and thickness of the 
bony lamelle. 

The condition occurs almost always in the foot or 
hand or in the vertebra (Kuemmell’s disease) and 
rarely in the shafts of the long bones. The author 
has seen fourteen cases in six years. 

Several theories regarding the etiology of the dis- 
ease have been advanced. The most plausible 
ascribes the atrophy to a vasomotor disturbance 
brought about through reflex channels, the trauma 
acting on the sensory nerves and thereby causing a 
reflex action on motor nerves through the spinal 
ganglia. Hyperemia seems to be a necessary factor 
in the absorption of bone. 

The treatment should include active use as soon 
as possible. A good prophylactic measure is having 
the patient walk in a non-padded cast soon after the 
injury. Sympathectomy has been done by Leriche, 
but in the author’s opinion this radical procedure is 
indicated only in extreme cases. For the upper ex- 
tremity, diathermy and active exercise are valuable 
methods of treatment. 

The article contains tabular reports of two series 
of cases—one of fourteen and one of twenty-one 
cases—and detailed reports of four cases treated by 
the author. Witxram ARTHUR CLark, M.D. 


Schulze, W.: The Causes of the Deposition of 
Bacteria in the Bones (Ueber die Ursachen der 
Bakterienablagerung im Knochen). Arch. f. klin. 
Chir., 1933, clxxvii, 450. 

According to the findings of Lexer, the frequent 
localization of the foci of infection in the metaphysis 
in osteomyelitis and tuberculosis is due especially 
to the distribution of the vessels in this part of the 
growing bone. As Nussbaum and Randerath raised 
objections to Lexer’s conclusions, Schulze undertook 
further investigations on the problem. 

He states that between the epiphyseal and meta- 
physeal vascular regions of the long bones in human 
beings and numerous animals there are connecting 
arterial branches penetrating the cartilaginous 
symphysis which are demonstrable even before 
complete ossification of the epiphyseal line. Nuss- 
baum denied this because they are not present in the 
dog, but conclusions regarding conditions in man 
cannot be based on this finding in the animal. The 
vessels are demonstrable in injection preparations of 
the newborn. Moreover, it has been proved that 
there is a difference in structure between the 
metaphyseal and the subchondral epiphyseal capil- 
laries. The former have an elongated hairpin shape, 
while the latter form a coarse network with nodular 
projections toward the cartilage. It is to be assumed 
that in the elongated capillaries there is a very slow 
blood current. Moreover, in the vicinity of these 
capillaries there are no powerful protective cells 
of the marrow which are active in the presence of 
infection. In India ink preparations it was demon- 
strated very definitely that the ink was absorbed 
much more slowly in this region. In young dogs, 
the India ink may induce a spherical disturbance in 
the growth of the metaphysis of long bones by 
producing embolic closure of a branch of the nutrient 
artery. This nutritional disturbance demonstrates 
that the large metaphyseal nutritional arteries of 
the metaphysis are end-arteries. In experiments 
on young rabbits it was possible, by injecting sus- 
pensions of tubercle bacilli into the aorta, to produce 
tuberculous foci which roentgenologically and 
histologically were similar to certain forms of osseous 
tuberculosis and congenital osseous syphilis in man. 

In contrast to Randerath, the author concludes 
that the characteristic form of the infections in man 
is due to the characteristic structure of the blood 
vessels. A. BRUNNER (Z). 


Buchman, J.: The Rationale of the Treatment of 
Chronic Osteomyelitis with Special Reference 
to Maggot Therapy. Ann. Surg., 1934, xcix, 251. 


Following the war, three standardized methods 
were developed for the treatment of osteomyelitis, 
namely, the Carrel-Dakin method, the Orr tech- 
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nique, and Baer’s maggot treatment. The ideal 
method of treatment must meet the following re- 
quirements: (1) thorough surgical removal of all 
diseased tissue, (2) efficient and continuous steriliza- 
tion of the new wound, (3) efficient and continuous 
removal of wound discharges and dead tissue, and 
(4) stimulation of the formation of granulation tis- 
sue so that the cavity will be entirely filled before 
scar-tissue contraction sets in. 

The Carrel-Dakin method meets only two of these 
requirements, namely, thorough surgical removal 
and washing out of dead tissue. The Orr method, in 
addition, produces self-sterilization of the wound by 
the formation of bacteriophage under the vaseline 
packs. Albee introduces stock cultures of bacterio- 
phage during the operation. 

The maggot treatment meets all the requirements. 
The maggots remove micro-organisms and small 
sloughs by ingestion; form a proteolytic enzyme 
which dissolves all dead matter; and by crawling 
ibout in the wound, irritate it sufficiently to stimu- 
iate the rapid growth of granulation tissue. 

The author reports two cases in which the condi- 
tion was cleared up by the maggot treatment after 
other methods had failed. The normal appearance of 
the bone after healing is shown in roentgenograms. 

Maurice L. Date, M.D. 


Van Gorder, G. W.: Tuberculosis of the Shaft of 
Long Bones. A Report of Six Cases. /. Bone 
& Joint Surg., 1934, xvi, 269. 

Van Gorder reports six cases of proved tubercu- 
losis of the shafts of long bones. The ages of the 
patients ranged from nine to twenty-one years. The 
condition was manifested clinically by local thicken- 
ing of the affected bone, pain, muscular wasting, 
and, in the late stages, abscess and sinus formation. 
The findings of the general physical examination 
were not striking. The author states that from the 
clinical picture alone it would be difficult to establish 
the presence of tuberculosis of the shaft of a bone 
with certainty. 

The roentgenographic findings common to all of 
the cases were a central origin of the condition, 
abscess formation, and abscess of sequestra produc- 
tion. However, the reaction of the surrounding bony 
tissues to the abscess varied considerably in different 
regions of the shaft. The characteristic local expan- 
sion helped to differentiate the lesion from Brodie’s 
abscess and simple bone cyst. Giant-cell tumor rarely 
occurs in the mid-portion of long bones. The roent- 
gen appearance of tuberculosis may closely resemble 
that of syphilis. In one of the cases reported the 
condition was believed to be syphilis until it was 
proved to be tuberculosis by pathological examina- 
tion. 

All of the cases were treated by subperiosteal 
excision of the local lesions with careful and thorough 
removal of all suspicious tuberculous tissue. In the 
majority, the wound was sutured tightly without 
drainage. In five cases a complete cure was obtained. 

Paut C. Cotonna, M.D. 


Pellini, M.: Unusual Roentgen Findings in Two 
Cases of Multiple Tuberculous Lesions of Bone 
(Non comune quadro radiografico in due casi di 
tubercolosi ossea a localizzazioni multiple). Radiol. 
med., 1934, XXi, 97. 


The two cases reported in this article were those 
of children. One of the children was two and a 
half years old and the other six months. The lesions 
presented a varied roentgen appearance, but were 
characterized by absence of atrophy around the 
osteolytic areas, predominance of osteosclerosis over 
osteolysis, and a sharp, many-layered ossifying peri- 
osteal reaction in the diaphysis and metaphysis. 
These findings are not suggestive of tuberculosis, but 
the lesions were proved to be tuberculous by sero- 
logical and bacteriological studies. 

The author cites these cases to emphasize that in 
children up to the age of nine or ten years it is impos- 
sible to make a diagnosis of tuberculosis on the basis 
of the signs indicating tuberculosis in adults. In the 
cases of children, roentgenography is of secondary 
importance to clinical and laboratory procedures be- 
cause, in the young, the roentgen appearance of 
osseous tuberculosis is atypical and variable, in some 
instances even suggesting lesions such as gummata 
and chronic osteomyelitis. Eucene T. Leppy, M.D. 


Craven, E. B., Jr.: Splenectomy in Chronic Arthri- 
tis Associated with Splenomegaly and Leuco- 
penia (Felty’s Syndrome). J. Am. M. Ass., 1934, 
cii, 823. 

The syndrome of chronic arthritis, splenomegaly, 
and leucopenia was first reported in 1924, by Felty. 
In 1932, Hanrahan and Miller reported that they 
had noted clinical improvement following splenec- 
tomy in this condition. In the case reported by 
Craven, splenectomy resulted in temporary improve- 
ment of the arthritic symptoms and an increase in 
the white cell count for several months. Craven re- 
views all of the reported cases and calls attention to 
the fact that in most of them there was a persistent 
eosinophilia. Cuester C. Guy, M.D. 


Iovino, F.: Autogenous Grafts of Muscle and 
Nerve Supply (Autotrapianti muscolari e con- 
nessioni nervose). Ann. ital. di. chir., 1933, Xii, 
1521. 


Iovino reports experiments he carried out with 
regard to the controversial question of the survival 
of grafts of striated muscle, particularly when inner- 
vation is re-established in the transplant and the 
nerve supply of the receiving muscle is cut. His 
work was essentially a repetition of the experiments 
of Comolli who, in 1932, carried out investigations to 
determine whether innervation can be completely 
re-established in autoplastic grafts of striated mus- 
cle and whether, if it could, the graft would be 
capable of functioning. In forty-five experiments 
carried out on different muscles of the legs of 
rabbits, Comolli found that if the innervation of the 
receiving muscle remained intact, the graft degen- 
erated, even if its innervation was re-established, 
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but if the nerve supply of the receiving muscle was cut 
and the innervation of the graft was re-established, 
function was taken over by the transplant, which 
remained well preserved for from three to five 
months. He concluded that a graft survives insofar 
as it is in condition to react adequately to specific 
stimuli, and that it can function if the receiving 
muscle is paralyzed. 

The author was unable to verify Comolli’s findings. 
Ilis grafts survived for two months, but after four 
months they degenerated and became replaced by 
connective tissue. Regeneration of muscle fibers was 
doubtful; at the most, it was found only at an early 
period and near the graft, and it soon disappeared. 
lovino concludes that, at least for the present, the 
orthopedic surgeon cannot utilize muscle grafts to 
correct the sequelae of poliomyelitis. 

The experiments and histopathological findings 
are described in detail, and the history of investiga- 
tions of this type is reviewed. The article contains 
photomicrographs and is supplemented by a bib- 
liography of the European literature. 

M. E. Morse, M.D. 


Delgoffe, A.: So-Called Enucleation of the Atlas 
and Torticollis (La soi-disant énucléation de l’atlas 
et le torticollis). Rev. d’orthop., 1934, xli, 5. 

The author reports the case of a ten-year-old girl 
who awakened one morning with a deviation of the 
head to the left. She complained also of slight pain 
in the head and neck, but this did not prevent her 
from playing. The incorrect posture became grad- 
ually more marked until it reached its maximum at 
the end of a month. There was never any fever or 
dysphagia. 

When the child was seen by the author the inclina- 
tion of the head to the left was combined with a ro- 
tation which caused the face to turn to the right. 
Both sternocleidomastoid muscles were practically 
normal, showing no contraction or retraction, but 
there was a slight cervicothoracic scoliosis with the 
convexity to the left. The child held the neck rigid 
and refused to execute any movement because of the 
sharp suboccipital pain. On palpation of the pharynx 
no abnormal projection was felt. Other examina- 
tions were essentially negative. 

Cervical traction of about 6 lb. was applied. After 
forty-eight hours the pain was completely relieved 
and the child was able to flex and extend her head. 
After four weeks she left the hospital well on the 
way to recovery. 

This case shows that acquired torticollis may be 
non-traumatic and may occur without traction of the 
sternocleidomastoid muscle. Cervical arthritis as 
the cause of the condition was ruled out by roentgen 
examination. Retropharyngeal lymphangeitis with 
subsequent spasm of the suboccipital prevertebral 
muscles could not be proved. In the roentgenogram 
taken through the open mouth the atloid masses did 
not appear to be equidistant from the odontoid proc- 
ess. The left mass seemed deflected outward so that 
a large part of its anterior aspect was projected far 


from all contact with the corresponding surface of 
the axis, whereas in its internal aspect its contour 
slightly overlapped that of the axis. To the right 
there was slight articular compression, but other- 
wise the surface was normal. In the half-profile or 
three-quarters view the left atloid mass was seen 
to have slipped forward so that the posterior part 
of the surface of the axis was exposed. 

The author states that these are the characteristic 
signs cited by Grisel as indicative of total dislocation 
of the atlas due to nasopharyngeal disease. How- 
ever, when similar roentgenograms were made of a 
group of normal girls between the ages of eight and 
ten years the same changes were found when the 
head was held in the same position. 

Delgoffe concludes that the changes shown by the 
roentgenogram in the case reported were due to 
laxity of the interarticular ligaments and were within 
the physiological limits of action of the articulation. 
He does not offer any suggestion as to the primary 
cause of the deviation of the head. 

James K. Stack, M.D. 


Conway, F. M.: Syphilis of the Clavicle. Ann. Surg., 
1934, XCiX, 290. 

Three cases of syphilis of the clavicle are reported. 
The first was that of a woman fifty years of age who 
had had a painful swelling in the shaft of the clavicle 
for ten days. There was no history of injury. The 
tumor was hard and tender, but there was no in- 
crease in the local temperature or other sign of 
inflammation. The roentgenogram showed both de- 
structive and productive changes in the bone. The 
Wassermann reaction was 4+. Complete disap- 
pearance of the symptoms occurred after about six 
months of antiluetic treatment. 

The second case was that of a woman twenty- 
three years of age who had a spontaneous fracture of 
the clavicle and thereafter noticed a hard, tender 
lump on the bone. The Kahn test was 4+. The 
roentgenogram showed a fracture surrounded by 
rarefaction and an increased periosteal reaction. 

The third case was that of a woman thirty years of 
age who gave a history of swelling and pain in the 
clavicle for six months. A firm round swelling the 
size of a small lemon was found attached to the bone. 
The Wassermann test was 4+. The roentgenogram 
showed a fracture and periosteal thickening. 

In the differential diagnosis it is necessary to rule 
out sarcoma, tuberculosis, and Paget’s disease. As 
in syphilis of other bones, the lesion may take the 
form of a periostitis, an osteoperiostitis, a gumma, or 
a hyperostosis. Each of these forms may represent a 
different stage of the same pathological process. In 
the hyperostotic form the soft tissues are not in- 
volved as in the gummatous form. 

The diagnosis is based on the history, the findings 
of roentgen study, the serological reaction, and the 
response to treatment. Pain and swelling are always 
present. The periosteum usually undergoes prolif- 
eration and may form ‘bone blisters” by localized 
elevations. In the spongy bone there are areas of 
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diminished density. Frequent roentgen examination 
during treatment will yield valuable information, for 
if the diagnosis of osseous syphilis is correct rapid 
improvement in the appearance of the bone is to be 
expected under specific treatment. 

WILLIAM ArTHUR CLARK, M.D. 


Koetzle: Expert Opinion Regarding Traumatic Ne- 
crosis of the Lunate Bone (Zur Unfallbegutach- 
tung der Mondbeinnekrose). Monatsschr. f. Un- 
fallheilk., 1933, xl, 605. 


The author reviews the etiological factors respon- 
sible for necrosis of the lunate bone and emphasizes 
that the condition may occur without injury. The 
fact that it may occur bilaterally also demonstrates 
that it is not an injury but a disease. Koetzle reports 
two cases in which expert medical opinion was 
sought. 

The first case was that of a man who had sus- 
tained a typical transverse fracture of the navicular 
bone of the right wrist on the battlefield in 1916. 
Che fracture was first demonstrated by a roent- 
genogram made in 1930. The right wrist was com- 
pletely ankylosed. The roentgenogram showed an 
unhealed transverse fracture of the navicular bone 
with irregular atrophy of both fragments, a deform- 
ing arthrosis of the wrist, and beginning necrosis of 
the lunate bone manifested by widening and short- 
ening of that bone. Evidently there had been no 
injury of the lunate bone in 1916. Even at this time 
there were still no signs of a fracture or fissure. The 
author believes that in this case the changes in the 
lunate bone were probably related to the old changes 
in the navicular bone. 

In the second case the allegedly injured hand had 
been hyperextended backward on June 19, 1920. 
After a brief interval, the patient resumed his work. 
On the following day a physician prescribed the 
wearing of a wrist band because of a slight swelling. 
On January 17, 1930, the patient complained of pain 
in the wrist which he attributed to the injury of 
June 19, 1929. The roentgenogram showed no bone 
injury and no fracture of the lunate bone. The pa- 
tient was treated continuously until the spring of 
1932. Recognizing the condition of the lunate bone 
as the result of an occupational injury, the insurance 
commission granted him compensation for dis- 
ability of 15 per cent. The union to which the pa- 
tient belonged appealed to the National Insurance 
Commission and requested the author for an expert 
opinion. The author denied that the disease was of 
traumatic origin. He stated that although the pa- 
tient had sustained an occupational injury to the 
right wrist on June 19, 1929, this injury had been 
slight and had had only temporary results. As was 
evident from the roentgenogram made in 1930, there 
had been no compression fracture of the lunate bone. 

Koetzle states that necrosis of the lunate bone is a 
disease which has an insidious onset and in very 
many cases begins without trauma. It also may 
occur bilaterally. Pathogenetically it is to be classi- 
fied with the epiphyseal necroses of the bones of the 


extremities. The malformation resulting from the 
necrosis of the lunate bone leads secondarily to a 
deforming arthrosis of the radiocarpal articulation. 
The fracture of the bone may occur spontaneously 
or as the result of an external force, either a single 
trauma or, more frequently, the daily use of the 
hand, especially during work. Under the latter cir- 
cumstances it may be regarded as an occupational 
disease. To be differentiated from it are compres- 
sion fractures of the lunate bone which, like frac- 
tures of the navicular bone, occur when, on ulnar 
flexion of the hand, the lunate bone comes into con- 
tact with the articular surface of the radius in its 
entire extent and during trauma acts as a buffer 
between the metacarpus and the bones of the fore- 
arm. A compression fracture of the lunate bone may 
result in necrosis from traumatic rupture of all 
nourishing blood vessels. The already diseased 
lunate may collapse as the result of trauma. A rela- 
tionship to trauma is to be assumed only when the 
trauma was considerable and made it necessary for 
the patient to give up work immediately after its 
occurrence. 

In conclusion the author cites briefly a case of 
malacia of the lunate bone due to an electrical shock 
which was reported from the surgical clinic of Halle. 

HAUMANN (Z). 


Giraudi, G.: The Centers of Ossification, So- 
Called ‘‘Pseudo-Epiphyses’’ of the Trochlear 
Surfaces of the Phalanges and the Heads of the 
First and the Bases of the Last Four Metacar- 
pals and Metatarsals (I punti d’ossificazione, 
cosidette ‘‘pseudo-epilisi’” della troclea delle 
falangi, del capitello dei primi e della base dei 
quattro ultimi metacarpali e metatarsali). Radiol. 
med., 1934, XXi, 203. 

Giraudi reports his roentgen findings in cases of 
various abnormal conditions, including more than 
thirty cases of congenital malformations, three cases 
of achondroplasia, and seven cases of osteochon- 
dropathia multiplex. 

Enchondral ossification of the trochlear surfaces 
of the proximal and middle segments of the pha- 
langes of the hand and foot and the bases of the 
second to the fifth metacarpals and metatarsals is of 
three types. In Type 1, the primary diaphyseal 
center of ossification extends ‘‘on a closed front” to 
the articular cartilage. This is the usual form. In 
Type 2, the diaphyseal center sends into the epi- 
physeal cartilage a bud or “‘pseudo-epiphysis”’ which 
later grows toward the periphery while still remain- 
ing connected with the diaphysis by an osseous 
bridge. In Type 3, a true complementary epiphysis 
develops. The already obscure problem of pseudo- 
epiphyses is complicated still further by the fact that 
the majority of surgeons refer to the third type as a 
‘‘pseudo-epiphysis.” 

In connection with a review of the literature, 
Giraudi discusses the frequency, origin, form, struc- 
ture, and significance of pseudo-epiphyses as he 
defines them. So-called pseudo-epiphyses often 
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occur in congenital deformities of the extremities, 
in which they have a teratological significance; in 
the most varied anomalies of the head and trunk 
(microcephaly, congenital heart disease, megacolon) ; 
in endocrine disorders; in systemic diseases of the 
skeleton; and in a group of affections associated 
with disturbances of prenatal development (con- 
genital syphilis, malignant tumors in infancy). 
They persist longest and hence are found most often 
in situations farthest from the diaphyseal centers of 
ossification. They are never found in the distal seg- 
ments of the phalanges. They are more frequent in 
males than in females, and a familial history of their 
occurrence is common. 

Because of the paucity of anatomical data, theories 
as to the form of these centers are based almost ex- 
clusively on roentgen studies. Knowledge of the 
finer structure, which may vary according to whether 
the condition is normal or pathological, is very 
limited as only exceptional cases have been studied 
histologically. 

The hypotheses regarding the significance of 
pseudo-epiphyses are as follows: 

1. The theory that they are simple variations. 
This theory is particularly applicable to the centers 
in the heads of the first metacarpal and metatarsal 
and the base of the second metacarpal. 

The phylogenetic theory, which is based on the 
fact that the acromegalic long bones of some aquatic 
animals have normally two centers of ossification. 

3. The degenerative theory, which partly over- 
laps the phylogentic theory and appears to apply 
particularly to cretinism, idiocy, and arachnodactly. 

The endocrine theory, which is the most widely 
accepted theory but is not applicable to all cases. 

5. Stettner’s theory that pseudo-epiphyses are 
signs of a disturbance of prenatal development. 

Giraudi believes that all of these theories contain 
elements of truth, but that none covers the entire 
field. He states that in the present state of our 
knowledge it is possible to say only that these centers 
have a non-specific pathological significance, terato- 
logical or nosological and often endocrinopathic. 

The article contains numerous illustrations and 
has an extensive bibliography. M. E. Morse, M.D. 


Rogers, S. P.: Observations on Torsion of the Fe- 
mur. J. Bone & Joint Surg., 1934, xvi, 284. 


This report is based on examinations of the hips 
of a large number of normal children and a smaller 
group of children whose hips were affected by disease 
or deformity. The angle of torsion of the neck of 
the femur was determined by fluoroscopic examina- 
tion according to a technique previously described 
by the author. 

The findings demonstrate the response of living 
bone to the stimulus of function and show that in 
general the longer the duration of disability and the 
younger the individual at its onset the greater will 
be the increase in torsion. 

The author believes that in congenital dislocation 
of the hip the anteversion is the result, not the cause, 


of the dislocation. In several of the cases studied 
following reduction he found that the torsion of the 
reduced hip after walking was permitted approached 
the torsion of the normal side. 

Pau C. Cotonna, M.D. 


Murard, J.: An Oleoma of the Knee Present for 
Fifteen Years; an Artificial Tumor Caused by 
the Injection of Vaseline Oil (Oléome du genou 
datant de quinze ans. Tumeur artificielle provoquée 
par injection d’huile de vaseline). Rev. d’orthop., 
1934, xli, 27. 

When the considerable number of injections of oil 
made daily without thought is taken into considera- 
tion it is evident that oleomata are not frequent. 
The author reviews the French literature on such 
tumors and reports a case. He calls attention to the 
fact that the body does not remain indifferent to 
foreign substances of any character; it makes an 
effort to eliminate or encyst them. 

Some organisms are more sensitive to the injection 
of oil than others; some react unfavorably to even 
the topical application of vaseline. Not only vege- 
table but also mineral oils may cause a reaction. 

In the case reported by the author the patient 
had received an injection of vaseline about the knee 
fifteen years before the onset of the condition for 
which he consulted the author. The disturbances 
were precipitated by a fall on the knee. The fall 
was followed by an external wound which did not 
heal and continued to grow deeper. The base of the 
wound showed a dense, blackish mass. No exudate 
emanated at the time of the injection, no inflam- 
matory reaction followed, and the patient was never 
uncomfortable. It was only the development of the 
wound and its failure to heal which prompted him 
to seek advice. 

The operation of total ablation and the gross and 
microscopic character of the tumor are described. 
In discussing the treatment of such tumors in gen- 
eral, the author states that complete extirpation as 
far as healthy tissue should be done whenever 
possible. In areas in which such a complete opera- 
tion cannot be done without mutilation, physical 
measures such as electrolysis or ionization must be 
used. In the complete operation the problem of 
plastic repair of the defect is of importance as the 
skin is usually invaded by the tumor. If the ex- 
tirpation is done too close, recurrence may develop, 
and if it is too extensive, sloughing may occur. 

James K. Stack, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Keith, W. S.: Small Bone Grafts. J. Bone & Joint 
Surg., 1934, Xvi, 314. 


In bone-grafting experiments on animals the 
author found that in young animals a large number 
of osteogenic cells survived as autogenous grafts 
especially around the periphery of the mass of bone 
shavings, and caused the formation of new bone. 
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In adult animals the number of cells surviving was 
much less. 

Cortical Lone of young animals regenerated in the 
absence of periosteum and endosteum. 

When boiled bone was used there was no invasion 
of the mass of shavings by osteogenic cells from the 
ends of fragments and no metaplasia of surrounding 
connective tissue cells to bone-forming cells. At 
operation it was noted that bleeding was more pro- 
fuse from the proximal end than from the distal end. 
This explains why the union of the grafts was more 
secure at the proximal end than at the distal end. 
Hence it is important to preserve the blood supply 
to the graft and favor re-establishment of the circu- 
lation of the surface of the graft by preserving the 
cambium layer of the periosteum. 

The stimulus of weight bearing results in com- 
plete regeneration of the shafts of bones. 

The function of bone grafts as a support is de- 
stroyed by fragmentation. Therefore the bone 
grafts should not be fragmented more than necessary. 

The experiments yielded no evidence that meta- 
plasia of other connective tissue cells to bone-form- 
ing cells takes place in the new bone formation asso- 
ciated with bone grafting. 

J. ELVEN BERKHEISER, M.D. 


Ringsted, A.: Fourteen Cases of Kienboch’s Dis- 
ease Treated by Removal of the Lunate Bone 


(Vierzehn mit Mondbeinentfernung behandelte 
Faelle Kienboeckscher Krankheit). Hosp.-Tid., 
1934, P- 57+ 


After presenting in detail the various theories 
regarding the cause of Kienboch’s disease, malacia 
of the lunate bone, and discussing the indications for 
treatment on the basis of an instructive comparison 
of operative removal with conservative treatment, 
the author reports the cases of fourteen patients 
whom he treated surgically and re-examined. 

The patients ranged in age from seventeen to 
thirty-five years. Most of them were males, and the 
majority of the males were engaged in manual labor. 
The time of observation ranged from nine months to 
six years after the operation. Eight of the patients 
completely regained their ability to work, the wrist 
being painless and sufficiently strong and mobile; 
three had a disability of 20 per cent; and three 
showed no change. 

In spite of the operation, which consisted in extir- 
pation of the lunate bone followed by curettage of, 
and the transplantation of fat into, the wound bed, 
a beginning arthritis deformans in the radius was 
revealed by roentgen examination in only one case, 
whereas this condition has often been recorded in 
reports of cases treated conservatively. In the 
wrist, roentgen examination showed the following 
changes: displacement of the os capitatum in the 
longitudinal direction so that the normal distance 
between the articular surface of the radius and the 
capitulum capitati of from 9 to 11 mm. was reduced 
to from 4 to 5 mm., the wrist being thereby short- 
ened; ulnar displacement of the navicular bone into 
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the articular surface of the radius with torsion of its 
axis; and, in some cases, ulnar displacement of the 
entire carpus. 

According to the history, the pain usually did not 
cease until about a year after the operation. ‘There- 
fore earlier re-examination would have been of little 
value. : 

In agreement with Ostergaard, who reported 
thirty-four cases, twenty-seven of which were 
treated conservatively (five with restoration of good 
working capacity, fifteen with moderate disability, 
and seven with a completely negative result) and 
seven cases treated surgically with ultimate com- 
plete restoration of working capacity, the author 
comes to the conclusion that operative treatment is 
the method of choice for malacia of the lunate bone. 

JACONSEN (Z). 


Girardi, V. C.: Arthrodesis in Tuberculosis of the 
Knee (La artrodesis en la tuberculosis de la rodilla). 
Rev. de ortop. y traumatol., 1934, iii, 255. 


In the period from February, 1930, to July, 1933, 
the author performed arthrodesis in seventeen cases 
of tuberculosis of the knee. In nine, the Lexer- 
Bade technique was used and in eight that of Putti. 
Of the latter, only four are included in this report 
as in the four others the operation was performed 
too recently for judgment of the end-results. Of 
the thirteen remaining cases, eight were those of 
males and five those of females. The ages of the 
patients at the time of operation ranged from eleven 
to forty years. In six cases the left knee was in- 
volved and in seven the right. All of the patients 
had been treated since the beginning of the con- 
dition at the Rizzoli Orthopedic Institute by the 
usual conservative methods, including heliotherapy. 
The duration of the disease ranged from two to ten 
years. At the time of the operation the knee joint 
was in proper alignment and in extension. There 
were no abscesses or fistula. Mobility of the joints 
was limited from 5 to 30 degrees. In eleven cases 
the operative wounds closed by primary union. In 
the remaining two, complete healing was preceded 
by suppuration for a few weeks, but the graft did 
not become involved. The maximum period of 
postoperative immobilization ranged from seven to 
eleven months. In all cases complete ankylosis 
resulted. ‘ 

The method of Putti is easier and more certain 
to produce ankylosis than the Lexer-Bade method. 
It produces much less trauma than articular resec- 
tion and is followed by ankylosis more quickly. In 
children and adolescents, shortening of the extrem- 
ity is less when the Putti operation is done than 
when resection of the joint is also performed. 

WILtiam R. MEEKER, M.D. 


Bozsan, E. J., and O’Kane, T. J.: The Treatment of 
Osgood-Schlatter Disease with Drill Channels. 
J. Bone & Joint Surg., 1934, xvi, 290. 


The authors recommend treating Osgood-Schlat- 
ter’s disease by drilling, as they believe that the 
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fresh blood supply thereby conducted to the dis- 
eased bone hastens the process of natural repair. 
Following operation on the knee they permit weight- 
bearing early. They report, with roentgenograms, 
six cases treated in this manner. 

Pau C. Cotonna, M.D. 


FRACTURES AND DISLOCATIONS 
Tavernier, L., and Pouzet, F.: The Treatment of 
Old Dislocations of the Elbow. The Technique 
of Operative Reduction (Le traitement des 
luxations anciennes du coude. Technique de la 
réduction sanglante). J. de chir., 1934, xliii, 161. 

In an attempt to improve the results in cases of 
old and poorly reduced fractures and dislocations of 
the elbow, the authors have employed operative 
measures. They state that the lesions of the dis- 
located joint vary with the age of the dislocation. 
For about two months after the injury the articular 
surfaces of the bones remain intact, but there is a 
rather marked disturbance in the soft tissues about 
the elbow. Despite the latter, proper apposition 
can be obtained by open reduction. Later there is 
definite deformation of the bone which renders 
perfect apposition impossible even by operative 
means and often necessitates arthroplasty or resec- 
tion of the joint. 

The aims of treatment are normal solidity, 
mobility, and flexibility. Especially in the cases of 
children these are apt to be obtained by open reduc- 
tion. Resection and hemisection of the elbow yield 
indifferent results. 

The authors employ a posterior approach through 
the triceps tendon. When a Z-shaped incision is 


made, lengthening of this tendon is possible if 
desired and the necessity of going through the ole- 


cranon is avoided. The posterior approach gives 
good exposure of the elbow. 

Among the factors which may prevent a good 
result are the formation of bony projections, 
shortening of tendons and muscles, and deformities 
of the capsule. These must be taken into account in 
all operations. Among the important bony forma- 
tions which must be removed are a plaque on the 
posterior surface of the brachialis muscle, a plaque 
between the radius and the humerus, and small for- 
mations in the joint. In closing, the authors fre- 
quently lengthen the triceps. They encourage early 
movement. Joun W. Eprton, M.D. 


Oberzimmer, J.: The Conservative Treatment of 
Fresh Fractures of the Shafts of Both Bones of 
the Forearm (Die konservative Behandlung von 
frischen Bruechen beider Vorderarmknochen im 
Schaft). Beitr. s. klia. Chir., 1933, clviii, 590. 

The unsatisfactory results of the treatment of 
fractures of the shafts of both forearm bones are due 
to the difficulty of reduction and especially the 
difficulty of retention of the reduction. Correction 
of bending of the axis, twistings, and shortening is 
usually accomplished by suitable traction and fixa- 
tion. Correction of lateral displacements is more 
difficult. The difficulties in the maintenance of 
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reduction are due to the difference in the muscle 
action on the two forearm bones and the configura- 
tion of the ends of the fractured bones which, in 
oblique fractures, often tend to override. Many 
fractures are therefore reduced operatively, but 
operative reduction also has disadvantages as it is 
associated with the danger of infection, open frac- 
tures require a longer time to heal than closed frac- 
tures, and as less callus is formed in open fractures 
there is danger of pseudarthroses. 

Operative treatment may be avoided by the Boeh- 
ler conservative method. In this procedure com- 
pound fractures are treated according to the prin- 
ciples followed for closed fractures if they are seen no 
later than six hours after the injury. They are 
changed into closed fractures by primary complete 
closure of the wound after the bruised soft parts have 
been cut out, the projecting contaminated bone has 
been removed, and the skin wound has been excised. 
Because of the wound, traction cannot be applied so 
strongly as in closed fractures. If the attempt at 
reduction is not successful, bone suture is under- 
taken if the wound has healed without infection. 

The rules for the reduction of forearm fractures 
are the same as those for the reduction of all other 
fractures. In fractures in the upper third above the 
insertion of the pronator teres muscle the upper frag- 
ment lies in supination because of the action of the 
biceps muscle. Therefore the rest of the arm must 
be brought into supination. In fractures below the 
insertion of the pronator teres the arm must be 
placed in the midposition. 

As a rule reduction can be accomplished under 
brachial plexus anesthesia. Less often, it can be 
done under local anasthesia. General anesthesia is 
never used. Full relaxation of the musculature is 
necessary and frequently is obtained only after a 
long pull. Countertraction is obtained by means of a 
band 1o cm. broad placed above the flexed elbow 
and fastened to a hook in the wall. The band is 
padded around the upper arm, and 20 cm. beyond 
the arm a spreader is fastened between the two 
straps to prevent constriction of the muscles. After 
reduction, an unpadded dorsal plaster splint is ap- 
plied from the base of the fingers to the upper third 
of the upper arm, and another unpadded plaster 
splint applied from the middle of the palm to the 
elbow. Both splints are fastened to the arm with a 
muslin bandage. To prevent later divergence of the 
fragments toward the interosseous space, a small 
wooden rod is firmly pressed into the interosseous 
space on the dorsal and the volar surfaces at the 
level of the fracture by the flat hand before the plas- 
ter hardens. The soft parts are thus pushed out- 
ward and displacement of the fragments toward the 
middle is prevented 

Traction is released after the plaster has set. The 
area on the upper arm which remains free from pro- 
tection is enclosed in a plaster bandage. In cases 
with great displacement and splintering of the frag- 
ments, cases of oblique fracture, and cases with open 
wounds over which it has been necessary to cut a 
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window in the plaster the maintenance of good posi- 
tion is usually~not assured by this procedure. In 
such cases, therefore, fixation is obtained by means 
of wires. Under brachial plexus anesthesia the frac- 
ture is manually reduced by traction and counter- 
traction. Then, under continuous traction, a Beck 
wire is run through the ulna three fingerbreadths 
distal to the tip of the olecranon and another 
through both bones of the forearm in a radio-ulnar 
direction two fingerbreadths proximal to the wrist 
joint. In fractures near the wrist the distal wire goes 
through the second to the fifth metacarpals. Then, 
with maintenance of full traction, a plaster cast is 
applied from the heads of the metacarpals to the in- 
sertion of the deltoid muscle. The pull is not re- 
leased until the plaster has hardened. The bone is 
thus fixed by the wire to the plaster, and marked dis- 
placements of the fragments are impossible. The 
ends of the wires projecting beyond the plaster are 
provided with screws which, after being covered 
with cotton, are plastered. Turning of the wires, 
which might lead to infection, is thus prevented. In 
these cases also a wooden rod is pressed strongly in- 
to the interosseous space on the dorsal and the volar 
surface. 

In addition to anatomical healing, great impor- 
tance is attached from the beginning also to com- 
plete restoration of the function of the arm. If the 
fingers and hand are very swollen, the arm is placed 
in an abduction splint after application of the plas- 
ter. The swelling then subsides. The fingers and 
shoulder must be moved. 

The gravity of a fracture cannot be judged from 
the degree of displacement. Of more importance in 
the prognosis is maintenance of the reduction. 

The author reviews forty-seven cases of fracture 
of the shafts of both bones of the forearm. Twenty- 
three of the patients were adults and twenty-four 
were children under eighteen years of age. Of the 
twenty-three fractures in adults, six were open and 
seventeen were closed. Of the six open fractures, 
two were treated with, and four without, wire fixa- 
tion. Of the seventeen closed fractures in adults, 
thirteen were treated with, and four without, wires. 
The twenty-four cases of fracture in children in- 
cluded one open fracture and two fractures treated 
by suture fixation. In children, most closed frac- 
tures are subperiosteal, the fractured surfaces are 
characterized by jagged edges, and the outlook for 
good retention is presented even when there is 
marked displacement. In closed fractures in children 
wire fixation is usually unnecessary. Of the reviewed 
twenty-four fractures in children, twenty-one healed 
in perfect position. In the cases of adults, wire fixa- 
tion was usually necessary. In smooth oblique frac- 
tures the fragments tend to override. When the 
usual plaster fixation is used, the condition of the 
fracture should be determined by roentgen exami- 
nation, at the latest, after two months. If necessary, 
correction can be accomplished successfully even 
then by the introduction of wires and fixation in a 
new plaster cast. Comminuted fractures, which 


usually have oblique surfaces, always require wire 
fixation. 

In forearm fractures in which the displacement of 
the radius in the long axis is greater than the corre- 
sponding displacement of the ulna, the distal radio- 
ulnar joint must be considered. In such fractures, 
as in fractures of the radius with shortening, disloca- 
tion or subluxation of the radius occurs at this joint. 
As persistence of this dislocation leads to serious dis- 
turbances in the wrist joint, fixation of the radial 
fragments is especially important and wire fixation 
is preferable to treatment without wires. In open 
fractures the same indications hold, but when, in the 
course of treatment, the plaster cast must be pro- 
vided with a window because of wound disturbances, 
wires should be introduced if this has not already 
been done, in order to prevent slipping of the frag- 
ments into the window. 

Of the eight reviewed cases of fractures in adults 
treated without wire fixation, all healed well, and of 
the fifteen treated with wires, the results were excel- 
lent in twelve and unsatisfactory in three. In the 
latter, technical errors were in part responsible for 
the unsatisfactory outcome. As a rule the wires are 
left in place until there is no danger of slipping of the 
fragments—usually for from three weeks to three 
months. If the fracture is then still elastic, it is 
further immobilized in unpadded plaster. The length 
of time required for firm healing averages from two 
and a half to three months. The later function of the 
arm is in no way unfavorably affected by the wire 
fixation. Of the author’s fifteen cases of fractures in 
adults which were treated with wires, full motion in 
all joints was obtained in nine. In four, the motion 
at the elbow was restricted. In the case with the 
least satisfactory results, motion was possible be- 
tween 75 and 150 degrees and pronation and supina- 
tion were limited about one-third. Of the eight 
adults treated without wires, six obtained full mo- 
tion in all joints. Of the two children who were 
treated with wire fixation, pronation and supination 
were limited about one-third in one, but all joints 
were freely movable in the other. The other frac- 
tures in children healed with full motion in all joints. 
In two cases suppuration occurred along the wires. 
In three cases the wire broke. Otherwise not the 
slightest damage was observed. Occasionally the 
periosteum reacted at the points of entrance and 
exit of the wire, a delicate tube being formed around 
the wire. 

From the anatomical and functional results in 
these cases the author concludes that the treatment 
of choice in recent fractures of the shafts of both 
forearm bones is the use of an unpadded plaster-of- 
Paris dressing and wire fixation carried out with the 
proper technique. Ertcu Hempe. (Z). 


Anderson, R.: Fractures of the Radius and Ulna. 
A New Anatomical Method of Treatment. /. 
Bone & Joint Surg., 1934, Xvi, 379. 


In this article Anderson describes an ingenious 
mechanical device for reducing and maintaining 
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reduction in fractures of the radius and ulna. By 
means of pins, one through the upper end of the 
ulna and one, a half pin, through the lower end of 
the radius, and a miniature fracture table or tablette, 
traction can be made on the fragments and correct 
alignment obtained and held while a cast incor- 
porating the pins is applied from axilla to knuckles. 
The half pin is equipped with two square flanges 
to gauge its penetration into the radius, to insure 
anatomical rotation when it is placed against the 
horseshoe of the traction apparatus, and to prevent 
rotation of the pin in the plaster. Sidewise slipping 
of the radius on the pin is prevented by a U-shaped 
aluminum cuff slipped over the forearm from the 
ulnar side. 

The author states that this device is applicable 
to compound fractures and, with a third wire, to 
complicating fractures of olecranon and lower hu- 
merus. Barbara B. Stimson, M.D. 


Kulowski, J.: Pyogenic Osteomyelitis of the Sacro- 
Iliac Joint. Am. J. Surg., 1934, xxiii, 305. 


Pyogenic osteomyelitis of the sacro-iliac joint is 
not so uncommon as is suggested by the paucity of 
reports on the condition appearing in the literature. 
Its onset may be acute or insidious. The disease is 
associated with pain and tenderness in the joint and 
sciatic radiation. There is no position which will 
give relief. Motion of the hip is unaffected except 
in the extremes of flexion and extension. On rectal 
examination the joint is found to be tender and in- 
durated. Roentgen examination usually reveals some 
degree of destruction. 

The operative treatment recommended by the 
author is the Bardenheuer-Picque procedure com- 
bined with the Orr method. The ilium is stripped 
downward subperiosteally from an incision along the 
posterior half of its crest, its superior and inferior 
spines, crest, and intrapelvic portion are denuded, 
and a bony flap of the ilium is removed to expose the 
sacral articulating surface. All of the necrotic bone 
is then removed. If a pelvic abscess is present it is 
exposed by blunt dissection between the roots of the 
nerve plexus. The wound is flooded with iodine and 
alcohol and packed loosely with vaseline gauze. A 
double hip spica is then applied with the joints in the 
neutral position. Further treatment follows the Orr 
technique. A leather hip spica is used for from six 
months to a year after complete healing. 

The author reports four cases in which this pro- 
cedure yielded good results. The patients were males 
between the ages of fifteen and forty-eight years. 

Maurice L. Darr, M.D. 


George, A. W., and Leonard, R. D.: Ununited 
Intracapsular Fractures of the Femoral Neck 
Roentgenologically Considered. Am. J. Roent- 
genol., 1934, XXXi, 433. 

The authors attribute the almost universally high 
percentage of unsatisfactory results in intracapsular 
fractures of the neck of the femur to inaccurate 
reduction rather than to an inadequate blood supply 


to the head fragment. They believe that the frac- 
ture is caused by a torsion strain of internal rotation 
and adduction of the thigh with the antero-inferior 
lip of the acetabulum as the fulcrum, and that the 
displacement is produced by the subsequent fall or 
attempts at motion or weight-bearing. The usual 
displacement is that of external rotation of the distal 
fragment with the neck anterior to the head. This 
is diagnosed most easily by means of the vertical 
roentgenograms obtained with the use of the curved 
cassette. Adequate reduction “‘now becomes a sim- 
ple procedure of four maneuvers: (1) extension, 
(2) adduction, (3) internal rotation, (4) abduction.” 
The position must be checked by means of the ver- 
tical roentgenogram. 

The vertical view aids in determining the condition 
present in old ununited fractures of the femoral 
neck in which the anteroposterior films suggest ab- 
sorption of the neck. _Barsara B. Stimson, M.D. 


Gérard-Marchant, P., and Contiadés, X. J.: The 
Surgical Treatment of Dislocations of the Knee 
(Le traitement chirurgical des luxations du genou). 
J. de chir., 1934, xliii, 188. 


The authors believe that in dislocations of the knee 
better results can be obtained by early surgical treat- 
ment than by the usual orthopedic treatment. Of 
400 cases studied by them, forward dislocation 
occurred in about 45 per cent, posterior dislocation 
in about 30 per cent, external lateral dislocation in 
20 per cent, and internal lateral dislocation in about 
5 per cent. Anterior dislocation is most apt to be 
produced by violent hyperextension. In complete 
dislocation the capsule is nearly always torn pos- 
teriorly and the blood liberated may escape into the 
tissues surrounding the knee. When an anterior 
dislocation is associated with lateral rotation, at 
least one of the lateral ligaments in addition to the 
crossed ligaments is torn. In posterior dislocations 
the lateral ligaments are even more likely to be torn. 
The articular cartilages may not be torn or injured, 
but the crucial ligaments are nearly always injured. 
Lateral dislocations are usually accompanied by 
tears of both types of ligaments, though the lesions 
are often incomplete. 

If cases of dislocation are followed up, it will be 
found that the number of poor results parallels the 
number of lacerations of the lateral ligaments. 

Vascular lesions and opening of the knee-joint 
capsule constitute absolute indications for operation. 
An irreducible dislocation is an equally distinct but 
less urgent indication. The authors believe that in 
ordinary dislocations damage to the lateral liga- 
ments is an adequate indication for operation. 

Operative measures are of advantage because 
they permit removal of the hematoma, ablation of a 
ruptured meniscus, suture or resection of torn 
oblique ligaments, and suture or strengthening of the 
lateral ligaments with fascia lata or tendons from 
some of the muscles about the knee joint. 

The authors make a “‘U’’-shaped incision with the 
open end up. It extends below the tibial tuberosity. 
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The latter is then cut off and rolled back with its 
attached patellar tendon. Such an incision gives 
adequate exposure and may easily be prolonged 
upward so that fascia lata may be obtained. 

Joun W. Epton, M.D. 


Sicard, A., and Mutricy, H.: The Surgical Treat- 
ment of Fractures of the Calcaneus (A propos 
du traitement chirurgical des fractures du cal- 
canéum). J. de chir., 1934, xliii, 374. 


In order to correct the shortening and angulation 
of the calcaneus due to the upward pull of the tendo 
achillis and the forward pull of the plantar muscles, 
the authors have made modifications in the opera- 
tive procedure for fractures of the calcaneus which 
facilitate the anatomical reposition of the fragments. 

The skin incision is curved around the back of the 
heel “en éperon”’ with the internal arm very short, 
the external arm extending to a point one finger- 
breadth behind the base of the fifth metatarsal and 
curving slightly upward on the dorsal surface. This 
incision is placed at the junction of the skin of the 
foot with the skin of the sole as the low incision heals 
with less danger of necrosis of the skin edges. 

A tenotomy of the tendo achillis is necessary to 
enable the surgeon to correct the angulation of the 
fragments and to force the great tuberosity of the 
calcaneus downward and backward. 

After the fragments are forced apart they are held 
in the corrected position by osteoperiosteal grafts 
previously prepared from the tibia. 

On completion of the operation, a simple bent 
splint is applied to hold the foot at right angles and 
the knee in partial flexion. After removal of the 
stitches on the fifteenth day a plaster-of-Paris dress- 
ing may be applied. 


Six cases in which the described operative tech- 
nique was used are reported in detail. 
BARBARA B. Stimson, M.D. 


ORTHOPEDICS IN GENERAL 


Castagni, A.: The Influence of Ultraviolet Irradia- 
tion on the Formation of Osseous Callus (Influ- 
enza delle radiazioni ultraviolette nella formazione 
del callo osseo). Chir. d. organi di movimento, 1933, 
XVili, 396. 

The author first reviews the theories of Rollier, 
Saidmann, Spolverini, Koeppe, and Serono on the 
influence of ultraviolet irradiation on the formation 
of osseous callus. He then reports experiments 
which he carried out on eight rabbits. Following 
fracture of both radii of the rabbits the right side 
was exposed to the ultraviolet light for ten minutes 
at a distance of 40 cm. every day for five days and 
then every other day for the duration of the experi- 
ment. Both roentgen and histological examination 
showed better new formation of callus in the ir- 
radiated radii than in the control extremities. The 
author concludes that ultraviolet irradiation has an 
efficient local effect. 

In experiments carried out by Conti on the frac- 
tured femora of rabbits to determine the effect of 
ultraviolet irradiation and the injection of calcium 
chloride on the formation of callus, healing was 
found to be improved only when both of these 
treatments were combined. The author attributes 
the disagreement between his and Conti’s findings 
to differences in the technique and the quantity of 
ultraviolet irradiation used. Castagni administered 
strong doses at a shorter distance and at more fre- 
quent intervals. Barbara B. Stimson, M.D. 
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BLOOD VESSELS 


Reich, R. S.: The Pulses of the Foot. Ann. Surg., 
1934, XCiX, 613. 

The early or mild case of peripheral circulatory 
disturbance presents much more difficult problems 
of diagnosis than the advanced case. The laboratory 
methods of aid in the diagnosis are the oscillometer 
test, the intradermal saline test, and the use of the 
thermocouple. Clinically, the diagnosis of arterial 
occlusion is aided by a drop in the local temperature, 
loss of the natural color in the area affected, and, 
particularly, absence of the pulse of the foot. The 
pulses of the foot are considered a cardinal criterion 
of the efliciency of the peripheral circulation. Buerger 
regards absence of the dorsalis pedis pulse as a very 
important sign of peripheral circulatory disease. 

As an erroneous diagnosis of peripheral circulatory 
disease has often been made because of apparent but 
not actual absence of foot pulses, Reich undertook 
a study of the arterial pattern in seventy legs of 
white cadavers. The following patterns of anomalous 
arterial circulation were found: 

In one foot the anterior tibial artery subdivided 
into a larger tarsal artery and a smaller dorsalis 
pedis, and the arcuate artery was a branch of the 
lateral tarsal. Reich states that during life the 
dorsalis pedis pulse might easily have been over- 
looked because of the small caliber of the dorsalis 
pedis artery, but a pulse would have been palpated 
in the lateral tarsal artery over the lateral cuneiform 
bone. 

In two specimens there was complete absence of 
the dorsalis pedis, the interosseous space being 
supplied in one of them by the dorsal arterial tree 
and in the other by the medial plantar artery. 

In two feet the dorsalis pedis was not recognizable 
even as a loop, and the anterior tibial continued 
downward as a central channel greatly reduced in 
size. The dorsum of the foot was supplied by the 
plantar arteries and the pattern became quite com- 
plex, the channels being small and clinically non- 
palpable. 

w@ In six specimens the anterior peroneal branch from 
the posterior tibial artery supplied the dorsum of the 
foot. 

Reich concludes that the dorsum of the foot may 
derive its arterial supply: (1) directly through the 
anterior tibial, (2) from the plantar vessels, or (3) 
indirectly from the posterior tibial artery through 
its anterior tibial branch. 

A study of the posterior crural region in the 
seventy legs examined disclosed one specimen in 
which¥the popliteal artery bifurcated rather high 
into two branches, of which the peroneal artery 
was obviously the main branch. The posterior 


tibial was considerably reduced in caliber and formed 
a long loop with the peroneal, which continued down- 
ward as a source of arterial supply to the foot, taking 
the place of the posterior tibial branch. 

In another specimen the distribution was essen- 
tially the same, but the posterior tibial loop was 
much smaller and both channels were greatly 
reduced in size. Reich believes that this pattern 
would undoubtedly have caused difficulty in pal- 
pation during life. 

Another specimen showed complete attenuation 
of the posterior tibial loop except at the point where 
this loop joined the main arterial trunk formed by 
the posterior tibial, continuing as a very small 
posterior tibial and still smaller peroneal branch. 

Reich concludes that the vessels of the leg below 
the knee present a pattern of somewhat unstable 
character, altogether different from the constant 
and clear-cut picture presented in textbooks. 

Of the seventy limbs studied, fifty-two (74 per 
per cent) had prominent dorsalis pedis arteries. In 
five (7 per cent), the lateral tarsal was the larger. 
In ten (14 per cent), the lateral tarsal was the main 
artery of the dorsum of the foot. In seven, the 
dorsalis pedis was very small, and in three it was 
entirely absent. In five (7 per cent) of the cases 
the lateral tarsal artery was small, and in three (4.5 
per cent) it was entirely absent. In three cases, 
both the dorsalis pedis and the lateral tarsal arteries 
were absent. 

Reich concludes that the dorsalis pedis artery can 
be palpated in from 75 to 80 percent of lower 
extremities, and the lateral tarsal in about 14 per 
cent. If the dorsalis pedis pulse is not found in its 
usual location, the examiner should feel for a pulse 
more laterally situated on the dorsum of the foot, 
approximately over the head of the third metatarsal 
bone. 

In the 3.5 to 5 per cent of legs in which the 
posterior tibial artery is absent, there is no posterior 
pulse, and in a further 3 per cent the pulse is very 
weak. 

Palpation of the pulses may be rendered difficult 
or impossible not only by arterial anomalies but 
also by adiposity and oedema. In addition, the 
ligamentum laciniatum covering the posterior tibial 
artery as it proceeds downward around the malleolus 
may conceal the pulse of this artery even if the vessel 
is normal. 

In discussing the application of his findings to the 
diagnosis of circulatory disease of the lower ex- 
tremity below the knee, Reich says: 

“The presence of pulses of the foot rules out 
circulatory disease; absence of the pulses of the foot 
is an important aid in diagnosis if supported by 
other more positive evidence, but in doubtful and 
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borderline cases absence of the pulses of the foot 
must not be construed as a pathognomonic sign 
because of the relative frequency of obscured or 
irregularly placed foot pulses, a condition rendered 
still more confusing by the presence of adiposity or 
cedema.”’ 


Shaw, R. C.: Surface Temperature Test in Vascular 
Occlusion and Vasomotor Spasm; Its Value in 
Relation to Sympathectomy. Arch. Surg., 1934, 
XXVIll, 700. 

From his studies the author concludes that the 
estimation of the potential rise in surface temperature 
is a useful index of the degree of vasospasticity of the 
dermal blood vessels and can be applied particularly 
in pure vasomotor conditions such as Raynaud’s 
disease. On the other hand, the application of such 
tests in cases of occlusive vascular disease, such as 
thrombo-angiitis obliterans, is of very slight value 
because of the factor of possible error, because con- 
siderable hyperthermia is not necessary for relief of 
the symptoms or healing of the peripheral lesions, 
and because, although these cases exhibit varying 
degrees of vasospasticity of the surface blood ves- 
sels, ganglionectomy is by no means able to over- 
come the efiects of a complete block of the deeper 
vessels (as was shown in the case reported in this 
article) and it is suggested that some change other 
than mere vasodilatation may be necessary for a 
successful result from sympathectomy. 

Joun J. MAtoney, M.D. 


Reid, M. R.: The Diagnosis and Treatment of 
Peripheral Vascular Diseases. Am. J. Surg., 
1934, XXIV, II. 

Following a brief review of the early history of 
peripheral vascular diseases the author discusses the 
treatment of the disturbances caused by obliterative 
peripheral vascular diseases. Most classifications of 
peripheral vascular diseases are based on clinical 
and histopathological studies because, except in a 
few instances, almost nothing definite is known 
regarding the causes of the various peripheral vas- 
cular diseases now recognized. For a clearer under- 
standing of the nature of peripheral vascular dis- 
turbances and a more rational therapy the present 
tendency is to attempt to classify vasomotor condi- 
tions into two main subgroups, viz., vasospastic and 
vasodilatory disturbances. A very important result 
of the study of the réle of the vasomotor nerves in 
peripheral vascular disease is the realization that 
these nerves may play a large part also in conjunc- 
tion with the organic vascular disease. While this 
part may be a continuous one, it is especially impor- 
tant to realize that it may be a temporary part which 
is often a determining factor in the causation of gan- 
grene. The intense vasospasm incident to the rather 
sudden occlusion of the peripheral arteries by em- 
bolism or thrombosis or following exposure to cold 
and infection probably plays a larger réle in the 
threatening gangrene than does the inadequacy of 
the collateral arterial circulation. In modern vas- 
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cular surgery it has become important, not only to 
be able to recognize the pure vasomotor peripheral 
disturbances, but also to evaluate the permanent 
and temporary réles which the vasomotor nerves 
may play in the course of primary organic vascular 
diseases. 

The author presents the following classification 
of peripheral vascular diseases: 

A. Primary vasomotor disturbances 

a. Vasoconstrictor disturbances 
(1) Raynaud’s disease 
(2) Acrocyanosis (acro-asphyxia chronica; 
acroparesthesia: sclerodactylia) 
b. Vasodilatory disturbances 
(1) Erythromelalgia 
(2) Acute painful osteoporosis (?) 
B. Primary organic diseases of the arteries 
a. Traumatic (chemical and thermal) 
(1) Embolism and simple thrombosis 
(2) Arteriovenous aneurism 
(3) Phenol and all caustics 
(4) Frostbite 
b. Inflammatory (toxic) 
(1) Thrombo-angiitis obliterans 
(2) Specific arteritis (syphilis, tubercu- 
losis, periarteritis nodosa pyogenic) 
(3) Non-specific arteritis (exanthemata, 
typhus, typhoid, pneumonia) 
(4) Non-specific arteritis (chronic tox- 
wzmia; ergotism) 
(5) Endarteritis obliterans (cause unde- 
termined) 
c. Degenerative changes 
(1) Arteriosclerosis (senile, diabetic, and 
Moenckeberg) 

The author cites some of the procedures and de- 
vices used in the modern study of peripheral vas- 
cular diseases and presents the. outlines that are 
used for the critical study of patients in the Vas- 
cular Disease Clinic of the Cincinnati General Hos- 
pital. This critical manner of studying peripheral 
vascular disease has tremendously broadened the 
conception of the problem. Cases are now better 
classified, the degree of vascular deficiency is more 
accurately estimated, the rdle of vasospasm is deter- 
mined, and earlier diagnoses are being made. Most 
important of all is the realization that in many 
thousands of persons who are working the margin of 
safety is narrow because of absence of palpable pul- 
sation in the arteries of their feet, and that in many 
persons who are being treated for such conditions as 
fallen arches and metatarsalgia the pain is due to 
insufficiency of the blood supply to meet the de- 
mands of the tissues for oxygen. Frequent observa- 
tions reveal that the most critical period in the course 
of peripheral vascular diseases is when the main 
arteries become finally occluded. If the occlusion is 
gradual the patient may not experience any discom- 
fort. If it is rather sudden, actual or threatening 
gangrene may follow. In such cases an element of 
spasm is added to the rather abrupt demand thrown 
upon the collateral circulation. 
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In tracing the evolution of the therapy of pe- 
ripheral vascular diseases the author calls attention 
to the rapid progress made during the last decade. 
With the ability to measure the degree of vasospasm, 
the indications for removing it are becoming rapidly 
more definite. In Raynaud’s disease and other 
purely vasospastic conditions excellent results are 
being reported following the removal of the cervico- 
thoracic and lumbar sympathetic ganglia. When 
vasospasm plays a considerable part in the oblitera- 
tive vascular conditions sympathetic ganglionectomy 
appears to be definitely indicated. Among the con- 
spicuous examples of the development of the surgery 
of the sympathetic nervous system are: (1) the pro- 
cedure of Leriche, in which segments of vessels sud- 
denly occluded by thrombus or embolus are excised 
to relieve the resulting severe vasospasm; (2) exci- 
sion of the sympathetic nerves preliminary to liga- 
tion of large arteries to assist in establishing a col- 
lateral circulation and prevent gangrene; and (3) 
the excision of chronically occluded arteries advo- 
cated by Lewis and Leriche. 

In the treatment of obliterative peripheral vas- 
cular diseases the surgeon must determine what may 
be done to help the development of a collateral cir- 
culation, and what may be done to hasten healing 
and lessen the dangers of amputation during the 
active and progressive stages of the disease. To 
these ends a large number of therapeutic procedures 
have been devised, and with the exception of arterio- 
venous anastomosis all of these procedures are still 
used in different clinics of the world. The author 
discusses the harmful effects that may come from a 
long period of elevation of an extremity. He believes 
that this therapeutic measure has been responsible 
for many amputations. 

While the conservative and curative treatment of 
Buerger’s disease has become rapidly adopted, the 
radical procedure of amputation has largely re- 
mained the procedure of choice in arteriosclerosis. 
In the author’s clinic just as conservative an attitude 
has been adopted, with treatment of the arterio- 
sclerotic type as vigorous as that of any other type 
of peripheral vascular disease. Every possible effort 
is made to tide arteriosclerotic patients through 
critical periods of pain, real or threatened gangrene, 
and infection in the belief that they will in time 
establish a circulatory balance that may be just as 
adequate as when slow gradual occlusion of the ves- 
sels takes place. Supplementing other forms of 
therapy the author uses a negative environmental 
pressure created by a machine which runs auto- 
matically for any length of time desired and is ca- 
pable of producing any strength of alternating nega- 
tive and positive environmental pressure as fre- 
quently as thirty times to the minute. Ordinarily, a 
negative pressure of 80 mm. Hg. and a positive pres- 
sure of 20 mm. Hg. are used, the average rate of 
alternation being approximately one complete cycle 
in thirty seconds. The average duration of one treat- 
ment is twenty minutes. Since August, 1932, sixty- 
nine patients with organic obliterative arterial dis- 


ease have received regular and intensive treatment. 
Forty-seven of these patients had a high degree of 
peripheral senile arteriosclerosis without evidence of 
gangrene. The clinical diagnosis in all cases was con- 
firmed by complete vascular and vasomotor relaxa- 
tion studies under controlled conditions of tempera- 
ture and humidity. A careful analysis of the results 
obtained reveals that in all the patients who had 
received intensive treatment for two weeks or longer 
there was a definite increase in the surface tempera- 
ture of the extremities when they were observed 
under controlled conditions of temperature and 
humidity. Sixty-two of the patients stated that 
most of their pain ceased after about twenty-five 
treatments of twenty minutes each carried over a 
period of about two weeks. These passive vascular 
exercises are an extremely valuable adjunct to the 
treatment as a whole which involves paying atten- 
tion to many details and the use of many thera- 
peutic measures. The author observes that the pas- 
sive vascular exercise has been much the most effec- 
tive single stimulant to the development of a col- 
lateral circulation. In the critical periods of the 
peripheral vascular disease in which there is a rapid 
or sudden threat of gangrene it has certainly been 
responsible for the saving of many limbs which other- 
wise would have required amputation. 
HERBERT F, Tuurston, M.D. 


Starr, I., Jr.: On the Use of Heat, Desiccation, 
and Oxygen in the Local Treatment of Ad- 
vanced Peripheral Vascular Disease. Am. J. 
M. Sc., 1934, clxxxvii, 498. 


When peripheral vascular disease develops gradu- 
ally, organic occlusion of a vessel is often compen- 
sated by the development of a collateral circulation 
and canalization of the occluded lumen. In some 
cases the circulation to an extremity may be dimin- 
ished suddenly, as by thrombosis in a previously 
diseased main artery, with a resulting critical period 
of acute ischemia accompanied by pain, indolent 
ulcers, or gangrene. The aim of conservative treat- 
ment is to keep the part alive or to limit the area of 
gangrene as much as possible until collateral circula- 
tion is established. 

Uncontrolled heat applied in the usual manner to 
the feet of a person afflicted with advanced peripheral 
vascular disease may sometimes relieve pain, but 
often intensifies it. In studies made in the cases of 
eleven patients with advanced peripheral vascular 
disease the environmental temperature which gave 
most relief of pain was found to be between 33 
and 35 degrees C. To maintain this temperature 
evenly, a thermo-regulated cradle was used. The 
author describes this device and presents evidence 
of its effectiveness in the relief of pain and the 
promotion of healing. 

To determine the effect of the local application of 
oxygen the feet of seven patients showing gangrene 
or lesions were tested. The foot was placed in a jar 
equipped with a rubber cuff to make an air-tight 
joint about the leg. It was found that a concen- 
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tration of oxygen above 80 per cent caused relief 
of pain and a slowly developing change of color. 
The relief of the pain suggests that lack of oxygen 
is a factor in the pain occurring in gangrenous con- 
ditions. Experience with the application of oxygen 
together with controlled heat has been insufficient 
to justify advocacy of the routine use of this measure 
in the treatment of peripheral vascular disease. To 
date, it has been employed in only very severe cases 
in which relief of pain was the only definite result. 

When oxygen was applied locally it was found 
necessary to prevent the undue accumulation of 
moisture within the gas-tight cover. Granular 
calcium chloride was used for this purpose. It soon 
appeared that the desiccation thus obtained was 
alone of distinct advantage in preventing the de- 
velopment of wet gangrene. As it also converted a 
wet into a dry gangrene, the assumption seems 
warranted that it will prevent infection of necrotic 
areas. However, it did not prevent infection in the 
line of demarcation where the gangrenous part 
began to separate. 

In the opinion of the author the procedures dis- 
cussed will be found of value to supplement well- 
recognized methods of treatment and may bring 
about recovery in some cases in which otherwise am- 
putation would be required. In more severe cases 
they may permit the continuance of conservative 
measures for a longer time without too much dis- 
comfort or danger. Hersert F. Tourston, M.D. 


Macaigne and Nicaud: The Lesions of Chronic Peri- 
arteritis Nodosa, Kussmaul’s Disease (Les lésions 
de la périartérite noueuse 4 forme chronique, mala- 
die de Kussmaul). Ann. d’anat. path., 1934, xi, 235. 


The chronic form of periarteritis nodosa is rare. 
Most of the cases have been reported from German 
and American sources. It is characterized by irreg- 
ular fever, profound asthenia, polyneuritis, myositis, 
and crops of nodules in the skin. The nodules evolve 
in a constant manner. At first subcutaneous, they 
subsequently involve the epidermis, ulcerate, and 
evacuate. The diagnosis, when made before autopsy, 
is dependent upon biopsy of the nodules. Repeated 
remissions and exacerbations of the condition occur 
over a period of months or years. 

The arterial lesions as seen at biopsy are charac- 
teristic. Early, there is a dense infiltration of the 
adventitia with lymphocytes and polymorphonuclear 
leucocytes. Later, the infiltration becomes entirely 
lymphocytic and less abundant and the thickened 
adventitia becomes fibrous. The media is involved 
at the same time and shows thick, concentrically 
arranged laminez of fibrous tissue. The muscle fibers 
are widely separated and are interrupted at many 
points. Thickening of the intima is usual, but com- 
plete obliteration is rare. The obliteration of the 
lumen of the vessel is due to a terminal thrombosis. 

In association with the nodules there are diffuse 
and pericapillary lymphocytic infiltrations of the 
corium. The capillaries show proliferation of the 
endothelium. There are disseminated areas of necro- 


sis which involve first the connective tissue and later 
the epidermis. The latter ulcerates and the necrotic 
foci are evacuated. 

The arterial lesions are widespread, but do not in- 
volve the lungs or the central nervous system. In- 
farcts and intestinal ulcerations secondary to the 
arteritis are frequent. 

The authors’ case was of ten years’ duration and 
offered an opportunity to study the etiology. Inocu- 
lations of material from the nodules into guinea pigs 
and rhesus monkeys gave negative results. It is sug- 
gested that an animal known to suffer from peri- 
arteritis nodosa must be employed. In 1906 Luepke 
described the disease in the elk. Joest has seen it in 
the pig, and in 1915 Guldner reported its occurrence 
in the calf. ALBERT F. DeGroat, M.D. 


Liedberg, N.: Investigations Regarding the Plantar 
Skin Temperature Determined by Ipsen’s 
Method in Deep Thromboses (Untersuchungen 
ueber die Haut-Filztemperature nach Ipsen bei 
tiefen Thrombosen). Acta chirurg. Scand., 1934, 
Ixxiv, 229. 

On the basis of twelve cases of deep thrombosis in 
which the plantar skin temperature was determined 
by Ipsen’s method, the author maintains that Ip- 
sen’s sign of thrombosis—an average day tempera- 
ture of the planta pedis more than 1 degree higher 
on the affected side than on the other side—is not 
constant in all cases of deep thrombosis. In three 
of the twelve cases reviewed this sign was absent. 
Moreover, in cases in which it is present it is by no 
means always an early sign. According to Ipsen, it 
can always be ascertained within the first twenty- 
four hours after a clinical diagnosis of thrombosis, 
but according to the author’s findings it often does 
not appear until late in the course of the thrombosis. 
In one of the cases reported by the author it was 
noted first on the sixth day. However, as in two 
cases it was found before any clinical signs of throm- 
bosis could be recognized, some importance must be 
ascribed to it in the diagnosis of latent thrombosis. 
In some cases, and in cases with a positive re- 
sult, the test may yield diagnostic evidence when 
the clinical diagnosis of thrombosis is uncertain. 


Vanysek, R.: Multiple Venous Thromboses (Mul- 
tiple Venenthrombosen). Cas. lék. éesk., 1933, P- 
1647. 


Multiple venous thrombosis or thrombophlebitis 
migrans is not a clinical entity, but occurs in various 
forms. In the superficial veins it may assume a 
benign form without a tendency to spread centrally. 
In this form the general condition is not much dis- 
turbed, the temperature is not raised, and recovery 
results within a few days. In some cases the condi- 
tion assumes the characteristics of sepsis. This oc- 
curred in the case reported by Catsaras and Sy- 
meinoides, in which the thrombosis had its origin in 
a pneumococcus empyema and ended fatally. The 
same type of thrombosis has been found also in 
cases of carcinoma of the pancreas. 
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The author reports a case of multiple venous 
thrombosis in a forty-year-old teacher in whom car- 
cinoma of the stomach was demonstrated at autopsy. 
Multiple venous thrombosis has been found also in 
association with carcinoma of the bronchi. It may 
be said in general that it occurs in septic and can- 
cerous conditions. However, as both of the latter 
are relatively common and multiple venous throm- 
bosis is quite rare, a third factor must enter into 
its development. This factor has not been dis- 
covered up to the present time. Haim (Z). 


BLOOD; TRANSFUSION 


Stetson, R. P., Forkner, C. E., Chew, W. B., and 
Rich, M. L.: The Negative Effect of Prolonged 
Administration of Ovarian Substances in 
Hemophilia. /. Am. M. Ass., 1934, cii, 1122. 


The first report of the use of ovarian extract in 
hemophilia was made by Grant in 1904. Following 
a review of the literature on this treatment from 
1904 to date, the authors report their results from 
ovarian therapy in seven cases of haemophilia. 
Largeamountsof ovarian substance of various types, 
such as theelol, theelin, and desiccated and extracted 
forms of ovarian products, were used. One or an- 
other of the eight preparations was given by mouth, 
subcutaneously, or intramuscularly over periods of 
from twenty-eight to eighty-one days. 

In no instance was the coagulation time of the 
venous blood found to be reduced by the treatment. 
Therefore no clinical improvement was observed 
which could be attributed to the ovarian therapy. 
(Estrogenic substance was demonstrated in the urine 
both during the periods of ovarian therapy and 
during control periods. No correlation could be 
established between the quantity of cestrogenic 
substance excreted in the urine and the fluctuations 
in the coagulation time of the blood. 

A. F. Lasu, M.D. 


Rydén, A.: A Contribution on the Question of Es- 
sential Thrombopznia and Its Treatment 
(Beitrag zur Frage der essentiellen Thrombopenie 
und ihrer Behandlung). Acta chirurg. Scand., 1934, 
Ixxiv, 88. 

The author reports eleven cases of essential throm- 
bopenia, in five of which operation was done, and 
discusses the symptoms, diagnosis, and treatment 
of the condition. 

The diagnosis is often made without difficulty. 
Spontaneous hemorrhages occur from the mucous 
membranes or in the skin, the blood often coagulates 
in loco, and the number of thrombocytes is reduced. 
The condition is frequently chronic and recurrent. 
One of its features is spontaneous remissions which 
must be reckoned with in the consideration of the 
treatment. 

The most important conservative method of 
treatment is blood transfusion. This may favor a 
remission and is sometimes of decisive importance 
in the final outcome. 


The best therapeutic measure is splenectomy. 
According to statistics—which are probably too 
favorable—the primary mortality is 9 per cent. 
Splenectomy is to be regarded, not as a true causal 
treatment, but rather as a powerful palliative pro- 
cedure. In the great majority of cases it is bene- 
ficial, but in a certain number it is followed by recur- 
rences or only incomplete improvement. 

Recurrences or other complications after sple- 
nectomy generally develop early in convalescence 
and nearly always during the first year after the 
operation. Therefore it appears that by examina- 
tion at the end of a year it would be possible to give 
a fairly reliable prognosis. 


Faerman, I.: Surgery of the Hematopoietic Sys- 
tem (Ueber Chirurgie des Blutbereitungssystems). 
Klia. Med., 1932, x, 18. 


The author urges as close cooperation as possible 
between the surgeon and the hematologist. He ad- 
vises greater foresight on the part of surgeons who 
remove the spleen merely because it is enlarged. He 
states that morphological changes in the spleen lead 
to alterations in function of the spleen and cause 
parallel changes in other organs. 

Two main syndromes are recognized in the various 
splenomegalies, the myelosplenic and the hepato- 
splenic. The myelosplenic syndrome is characterized 
by non-regenerative anemia, enlargement of the 
liver without cirrhotic changes, and quick restora- 
tion of health and disappearance of the ascites after 
splenectomy. The hepatosplenic syndrome is char- 
acterized by absence of blood changes, the occur- 
rence of marked regeneration of the bone marrow, 
atrophic cirrhosis, and ascites, failure of splenectomy 
to give relief and a high mortality soon after the op- 
eration. In the diagnosis of these forms a careful 
study of the peripheral blood, bone-marrow punc- 
ture, and splenic puncture are of great value. The 
nature of the Gaucher type of splenomegaly is un- 
known, and the diagnosis of this condition is difficult. 

In the hemorrhagic diathesis (hemophilia) the 
deficiency of thrombokinase may be corrected by 
blood transfusion. In thrombopenia, splenectomy is 
indicated when the liver is enlarged or there is an 
increase in the hemorrhage, when there is no throm- 
bosis or the megakaryocytes are changed, the tem- 
perature is normal, the anemia is of the pseudo- 
non-regenerative type, and the course of the disease 
is slow and favorable. In the other acute cases with 
septic manifestations and severe non-regenerative 
anemia splenectomy is not indicated. From the 
surgical standpoint only blood transfusion is to be 
recommended. In hemolytic icterus, splenectomy 
is indicated in cases of the congenital type (Minkow- 
sky’s splenomegaly), but in the acquired forms 
(Hayem’s hyposplenic type) operation is contra- 
indicated. Of the numerous operations for perni- 
cious anemia, splenectomy gives the best results. 
However, it has recently been replaced largely by 
liver therapy. In the splenic form of leukemia splen- 
ectomy is permissible only after preliminary roent- 
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gen irradiation, which considerably simplifies the 
operation and decreases the danger of hemorrhage 
by reducing the size of the spleen. In the myelogen- 
ous form of leukemia splenectomy should be re- 
placed by conservative methods. A. SeBotp (Z). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Teneff, S., and Stoppani, F.: Observations on 
Lymphography (Osservazioni sulla linfografia). 
Radiol. med., 1934, xxi, 235. 

This article begins with a review of the use of vari- 
ous substances such as compounds of mercury, silver, 
and iodine for the roentgen visualization of the lym- 
phatic system. Of all the substances so far em- 
ployed, colloidal thorium in suspension seems best 
for use in the living subject. It gives good radio- 
opacity, it is absorbed almost exclusively by the 
lymphatics, and it is non-toxic. 

By means of thorium suspensions and cinnabar, 
the authors carried out experimental investigations 
on living and dead guinea pigs, rabbits, and dogs. 
The opaque medium was injected directly into a 
lymph-drainage area or a lymph node. By this pro- 


cedure excellent roentgenograms of the lymph ves- 
sels and nodes in the extremities were obtained. 

The results in the living animals were less satis- 
factory than those in the cadavers. In the living 
animals the diffusion of the opaque medium through 
the lymphatics occurred much less readily than in 
the cadavers. This is probably explained by an 
active defense mechanism in the lymphatic system 
during life. 

The authors carried out also extensive histological 
studies of the distribution and behavior of colloidal 
thorium in lymph nodes. In the animals in which 
the popliteal and inguinal nodes were removed the 
lymphatic circulation was re-established rapidly by 
collateral or anastomotic channels. 

The authors believe that the described method of 
study may yield important information regarding 
the spread of infections and malignant disease in the 
body and the defense mechanisms against this 
spread, enable us to introduce substances toxic for 
tumors directly into the neoplasms or increase the 
radiosensitivity of tumors; and increase our knowl- 
edge of diseases of the lymphatic system. 

EuGENE T. Leppy, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ducuing: The Extirpation of Cancerous Lymph 
Nodes of the Groin (Sur l’extirpation des adéno- 
pathies cancéreuses de la région de l’aine). Rev. de 
chir., Par., 1934, liii, 157. 

Dissection of the groin for metastatic inguinal 
adenopathy is an essential part of the surgical treat- 
ment of carcinoma of the penis, vulva, or skin of the 
lower extremities. The author advises against in- 
guinal evacuation in cases of nevocarcinomata be- 
cause at the stage of regional lymphatic involvement 
these lesions are already generalized. He does not 
operate in the absence of palpable nodes. If the 
lymph nodes are movable, and occasionally when 
they are fixed, inguinal dissection is indicated. The 
extirpation should be total and bilateral, and should 
consist of block dissection of the cellular tissue, lym- 
phatics, and aponeurosis. 

The operation is done under local or spinal anes- 
thesia. A long, vertical incision is usually employed 
and the skin flaps, with minimal fatty tissue, are dis- 
sected toward either side. A triangular fascial inci- 
sion is made from the anterosuperior iliac spine to 
the middle of the pubis and down to a point a finger- 
breadth below the apex of Scarpa’s triangle. This 
exposes the aponeurosis of the external oblique above, 
the fibers of the sartorius externally, and the ad- 
ductor longus on the inner side. The subcutaneous 
vessels are ligated and the three sides of the flap are 
dissected toward the center, together with the con- 
tained fat and lymphatics. The long saphenous vein 
is divided at the apex of the triangle. The under- 
surface of the flap is then freed from the subjacent 
femoral vessels in Scarpa’s triangle by dividing the 
branches close to the vessel trunks. A pedicle ex- 
tending into the femoral canal is then liberated with- 
out, however, dividing Poupart’s ligament. This 
permits removal, in a single block, of all the lym- 
phatics and lymph-bearing tissues of the groin. Cau- 
tion is necessary to prevent hemorrhage from injury 
to the femoral vein. The secondary complications 
include hematoma formation, lymphorrhoea, and 
gangrene of the skin flaps. A late sequel is cedema 
of the extremities, which the author ascribes to 
venous as well as lymphatic obstruction. 

Leo M. ZrermMan, M.D. 


Chabanier, C., and Lobo-Onell, C.: Chlorzemia and 
the Postoperative Toxic Syndrome (Chlorémie et 
syndrome toxique post-opératoire). Presse méd., 
Par., 1934, xlii, 251. 

In postoperative toxic conditions there is fre- 
quently, though not always, a hypochloremia. The 

hypochloremia and the toxic symptoms are due to a 


common cause. Incompletely catabolized protein 
substances set free from normal or inflamed tissues 
by the operation decrease the chlorine in the blood 
by attracting blood salt toward the injured area. 
When the chlorine content of the blood was abnor- 
mally high before the operation it may still be high 
after the operation, a fact which explains why hypo- 
chloremia is not always present in postoperative 
toxic conditions. Asa rule, however, there is an abso- 
lute hypochloremia. In some cases the salt taken 
from the blood is sufficient to neutralize the toxic 
substances set free at the site of operation. Under 
such circumstances toxic symptoms do not occur. 
The passage of the toxic substances into the circula- 
tion is manifested by an increase in the non-urea 
nitrogen and polypeptids in the plasma. 

Rechlorinization by the intravenous administra- 
tion of salt solution furnishes the chlorine necessary 
to neutralize the toxic substances, thereby relieving 
the toxic symptoms and decreasing the non-urea 
nitrogen of the plasma. 

The fact that treatment with glucose and insulin 
is effective in these toxic syndromes has been cited 
in support of the theory that the syndromes are 
caused by ketosis. The author holds that the glu- 
close and insulin treatment is less effective than the 
salt treatment, and may act in somewhat the same 
way as the latter by attracting water and salt to the 
tissues. AupREY Goss Morean, M.D. 


Bottin, J.: Postoperative Pulmonary Complica- 
tions. A Statistical Study of Pulmonary Com- 
plications After Abdominal Operations at the 
Surgical Clinic of the University of Liége (Les 
complications pulmonaires post-opératoires. Etude 
statistique des complications pulmonaires aprés les 
opérations sur l’abdomen 4 la clinique chirurgicale 
= l'Université de Liége). Rev. de chir., Par., 1934, 
iii, 5. 

From a review of the recent literature on pul- 
monary complications following abdominal opera- 
tions and 973 cases of such complications, the 
author draws the following conclusions: 

1. Postoperative pulmonary complications are 
more frequent in males than in females. 

2. They are most serious after operations on the 
upper abdomen. 

3. The type of anesthetic employed is of little 
importance in their development. 

4. The time at which the operation is performed 
is not decisive, although the complications appear 
to be more frequent at certain times than at others. 

5. While age has little influence on the incidence 
of postoperative pulmonary complications, the 
gravity of the complications seems to increase with 
age. 
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6. Other factors being equal, the individuality of 
the surgeon plays a definite part. 

7. The condition of the lungs before operation 
has a very definite bearing on the incidence and 
gravity of postoperative pulmonary complications, 
and is of more importance than the pre-operative 
condition of the heart. Marsu W. Poote, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Veraart, B. A. G.: The Law of Aseptic Healing of 
Wounds (Das Gesetz des aseptischen Wundver- 
laufs). Monatsschr. f. Ur fallheilk., 1934, xli, 69. 


Fresh traumatic wounds will heal by primary 
union like operative wounds if they are treated with 
benzene, hydrogen peroxide, and alcohol followed by 
thorough treatment with iodine. The author disap- 
proves of systematic wound excision. The experi- 
ments of Schimmelbusch are not decisive as Schim- 
melbusch worked with cultures. 

In 217 traumatic wounds studied by the author 
with Drenck before and after disinfection, contami- 
nation with from 10,000 to 100,000 bacteria was 
present in only 10 per cent and after chemical 
antisepsis with a 5 per cent tincture of iodine only 
a few of the bacteria remained alive. When 10,000 
spores of anthrax bacilli were suspended in 1 c.cm. 
of fresh human blood kept fluid in sterile glass 
ampoules and 0.2 c.cm. of a 5 per cent tincture of 
iodine was added, no colonies remained after ten 
minutes, whereas this was not the case when Dakin’s 
solution was used. Tincture of iodine kills even the 
spores of tetanus and gas-gangrene bacilli. 

Of the thousands of wounds treated by the author 
with iodine, 99 per cent healed by primary union. 
In 24 cases of compound diaphyseal fractures, 42 of 
compound fractures of the hand and foot, and 400 
of wounds of the fingers and toes, there were no 
deaths from sepsis. Amputation was done in only 
1 case and in this instance was necessitated by tear- 
ing of the popliteal artery. 

The author accepts the conclusions of Ehalt. 

FRANz (Z). 


Latimer, E. O.: The Treatment of Decubitus with 
Tannic Acid. J. Am. M. Ass., 1934, cii, 751. 


The most common locations of decubitus are the 
soft tissues over bony prominences, but with the 
widespread use of casts, splints, and skin traction 
few parts of the body surface are exempt. Prophy- 
laxis is the ideal procedure. Such measures as fre- 
quent changing of the patient’s position, massage, 
the use of dusting powders, and protection of sus- 
ceptible parts are of the utmost importance. The 
author emphasizes the necessity of proper fitting of 
casts and splints and the careful application of skin 
traction. Not infrequently decubitus develops in 
spite of prophylactic measures. 

The use of tannic acid in the treatment of decu- 
bitus was suggested by the gross similarity of 
decubitus to certain burns. 
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In the author’s cases treatment with a fresh 5 per 
cent aqueous solution of tannic acid is begun at the 
first sign of tissue disturbance, preferably before 
the skin is broken. The wound and surrounding skin 
are cleansed and, if necessary, the wound is de- 
brided. Lesions that may be kept exposed to the air 
are sprayed with the tannic acid solution every hour 
until a heavy coagulum is formed. Wounds that 
must be covered to keep them clean or to prevent 
direct pressure are covered with sterile gauze which 
is kept saturated with the solution. 

The presence of infection is not necessarily a 
contra-indication to tannic acid treatment. In cases 
with infection the wound is first treated with a suit- 
able antiseptic until the infection is controlled. If 
infection occurs after treatment with tannic acid has 
been begun, the coagulum is removed, the wound 
treated with an antiseptic, and the tannic acid re- 
applied after the infection has been controlled. 

A virulent infection, profound necrosis of tissue, 
and bone involvement are contra-indications to the 
method. 


De Puoz, J.: The Clinical Importance, and the Re- 
lation to Accident Compensation, of Chemi- 
cally Induced Tissue Injuries, Especially Ne- 
croses Produced by Indelible Pencils (Ueber 
chemisch bedingte Gewebsschaedigungen, speziell 
Tintenstiftnekrosen in ihrer klinischen und unfall- 
medizinischen Bedeutung). Schweiz. med. Wehaschr., 
1933, li, 1124. 

Indelible pencils are made of anilin dye substances 
belonging to the triphenylmethane and diphenyl- 
amine group. The former include gentian violet, 
fuchsin, auramin-pyoktannin aureum, and methyl- 
violet-pyoktannin caeruleum. The last-named is the 
most dangerous. The diphenylamine group include 
methylene blue. With increased alkalinity the in- 
juriousness is increased. The author cites the in- 
vestigations of Erdheim, Ettore, Glass, Gruzdeco. 
Iritzer, Braun, and Ken. The variability of the in- 
juries produced depends upon the chemically quan- 
titative variation of the introduced dye substance. 
The reaction is severe and rapid. Around the foreign 
substance is formed a cyst with colored contents. 
The dye causes a monocolored inflammatory cedema 
which spreads and produces necroses sparing no tis- 
sue, not even cartilage or bone. The clinical picture 
has been produced experimentally in animals, but 
the reaction varied with the species. Constitutional 
symptoms also occurred in the animals. 

To the sixty-seven cases reported in the literature 
the author adds thirty-three from the Swiss Acci- 
dent Insurance Reports. He cites a case in which the 
patient introduced a 14-cm. indelible pencil into the 
urethra. The pencil was extracted through a peri- 
neal incision. In spite of its removal, severe hemor- 
rhages occurred from a urethral vessel. In twenty 
cases, constitutional symptoms occurred—malaise. 
headaches, general weakness, and gastric catarrh. 

Glass called attention to the fact that severe con- 
stitutional injuries result when the patient comes for 
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treatment late or is not operated upon radically. At 
first the injuries appear insignificant, but after a few 
hours inflammatory reactions set in to be followed 
by necroses later. ‘Therefore immediate surgical 
treatment should be given. The wound should be 
opened widely and, if possible, excision should be 
done. If excision is impossible, the treatment should 
consist of excochleation of the colored tissue and 
thorough irrigation. Wet dressings should be ap- 
plied. The author warns against attempts to remove 
the pencil with pincers as it is dangerous. 

Of the cases reviewed, the average time of healing 
was thirty-one days in those treated radically and 
forty-five days in those treated conservatively. Eye 
injuries may lead to corneal opacities. Dye dust in 
the eye should be washed out immediately, and 
pieces of dye in the cornea and conjunctiva should 
be excised. Franz (Z). 


Gordon, D.: Disability Due to Swelling Following 
Trauma of the Extremities. Post-Traumatic 
Periarticular Fibrosis. Ann. Surg., 1934, xcix, 
623. 


In the case of the hand, the clinical history of the 
condition described is as follows: 

The patient is treated for an injury or infection 
of the fingers, hand, wrist, or forearm. The hand 
becomes swollen. The swelling is greatly increased 
by constricting dressings. If all dressings are re- 


moved and the hand is placed in a dependent posi- 
tion, as in a warm bath, the position alone causes 
swelling provided it is maintained without periods 
of elevation. A forearm in splints loosely applied for 
a fracture, unless held elevated, develops swelling in 


direct proportion to the degree of the proximal in- 
jury. The soft tissues of the fingers become dis- 
tended with fluid which fixes the interphalangeal 
joints. When the swelling has attained this degree, 
the fingers are held in a slightly flexed position of 
repose, the joint wrinkles and palmar creases dis- 
appear, and the skin becomes pale and slightly cya- 
notic. The oedema is a relatively soft and pitting 
cedema, and can be massaged out to a considerable 
degree. 

If this condition is allowed to continue for a period 
of two weeks or more, the tissues about the joints 
become more prominent, active movement occurs in 
the metacarpophalangeal rather than the interphalan- 
geal joints, and a fist cannot even be started. The 
distal joints lose their function before the proximal 
joints. The less the movement possible, the greater 
the pain on activation until fixation. There is no 
gain or crepitus in the tendons, and limitation of 
motion is apparently due largely to a periarticular 
productive process which is slightly tender on firm 
pressure. 

As the most common cedemas do not produce the 
condition described, the author suggests that in an 
cedema of the distal part of a limb secondary to 
trauma something is activated which produces a dis- 
turbance in cellular activity in the distal tissues de- 
pendent upon lymph stasis and circulatory changes, 
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which ultimately causes a fibrosis at a point of mea- 
ger vascularity about the joints. The prevention of 
lymph stasis and circulatory changes by elevation 
above the heart level and by massage will prevent 
this causative factor. GrEoRGE A. CotLett, M.D. 


Bachmann, W.: Two Cases of Rosenbach’s Disease 
(Deux cas de maladie de Rosenbach). Schweiz. med. 
Wehnschr., 1934, i, 38. 


Rosenbach’s disease, erysipelas of swine, seems 
to occur in human beings more often than is gen- 
erally supposed. - The diagnosis is easily made if 
the condition is borne in mind. 

The cases reported by the author were those of 
butchers who contracted the disease in killing hogs. 
In the first case, the more severe one, the injection 
of serum was necessary in addition to local treat- 
ment with ichthyol salve. In the second case local 
treatment alone resulted in cure. The erysipelas 
bacillus, normally an inhabitant of the intestinal 
tract of even healthy hogs, usually causes only local 
inflammation in man, but occasionally produces a 
general infection. 

The diagnosis is made easily. As a rule the in- 
fection involves the fingers and edges of the hand. 

In most cases local treatment is sufficient. Many 
physicians fear the severe general reaction following 
serum injections. The author sees no objection to 
the injection of serum in cases of progressive infec- 
tion provided consideration is given to the danger 
of anaphylactic shock if tetanus injections have 
been given previously. The infection is to be re- 
garded as an occupational disease. Deus (Z). 


Taylor, F. W.: The Treatment of Acute Tetanus. 
J. Am. M. Ass., 1934, cii, 895. 

The author cites statistics from various sources 
which indicate that the only constant variation in 
the mortality of acute tetanus is found in a compari- 
son of cases with long and short incubation periods. 
The mortality was 84 per cent when the incubation 
period was less than five days, 83 per cent when it 
was from five to ten days, 37 per cent when it was 
from ten to fourteen days, and 25 per cent when it 
was from fourteen to twenty-one days. Regardless 
of the route of administration or the amount given, 
tetanus antitoxin has been strangely ineffective in 
bringing about a marked decrease in the mortality. 

In attempting to determine the reason for this, the 
author analyzed a series of cases admitted to the 
Indianapolis City Hospital and the Indiana Univer- 
sity Hospital in the period from 1927 to 1933. He 
found that deaths were due to exhaustion, spasm of 
the glottis, and convulsion, and not to the neurologi- 
cal lesion produced by the tetanus toxin. 

In discussing the local lesion, Taylor emphasizes 
the importance of directing considerable attention to 
its treatment and cites cases in which foreign bodies 
were found in innocent-appearing or ‘‘healed’’ le- 
sions. In each case exploration of the wound dis- 
closed a small foreign body surrounded by necrotic 
.tissue or pus containing the tetanus organism. These 
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cases are cited to emphasize the importance of the 
local wound and to refute the dictum that if the 
wound is healed it should not be disturbed. ‘Tetanus 
is caused and continued by the local focus. There- 
fore the local lesion should receive primary consid- 
eration as a surgical emergency in the operating 
room. The author agrees with Tulloch who advo- 
cates complete excision of the focus without entering 
infected tissue. 

In discussing the general care of the patient, Tay- 
lor recommends the administration of sodium amytal 
to induce light narcosis and its administration at 
regular intervals to keep the patient quiet and re- 
laxed. Particular care must be taken to keep the 
fluid intake at a high level and maintain proper 
elimination. 

The author believes it is unnecessary to administer 
the huge quantities of tetanus antitoxin used at 
present. He recommends that from 30,000 to 60,000 
units be given when the patient is first seen. This 
may be repeated if the condition is prolonged. The 
intramuscular route of injection is perhaps the most 
satisfactory. Joun H. Gartock, M.D. 


Pazzagli, R., and Zambelli, R.: The Relation Be- 
tween Traumatic Contusions and Staphylo- 
coccus and Pyocyaneus Infections (Rapporti 
fra traumi contusivi ed infezioni da stafilocco e da 
piocianeo). Policlin., Rome, 1934, xli, sez. chir, 28. 

The authors emphasize the importance of trauma 
as a predisposing cause of infection, especially from 
the standpoint of industry and compensation insur- 
ance. When, following trauma, a local or general in- 
fectious process manifests itself, there are two pos- 
sible explanations for the septic ‘process: either the 
organisms were already present in the body or else 
the trauma opened a path for their entrance from 
without. In cases in which organisms were already 
present in the body there are three possibilities: 

1. The trauma may have struck an organ already 
the site of an infectious process. 

2. The micro-organisms at the site of trauma may 
have been in a state of latency. 

3. The trauma may have created a point of low- 
ered resistance which bacteria reached by way of the 
circulation and then grow there by virtue of a new 
balance established as a result of the trauma. 

The authors cite numerous illustrative cases. 

In an experimental study of the relation of trauma 
to infection which the authors carried out on rabbits 
a subcutaneous injection of 1 c.cm. of a suspension of 
staphylococcus albus, staphylococcus aureus, and 
bacillus pyocyaneus alone and combined was made 
on the inner side of the thigh. A weight of 1 kgm. 
was then dropped from a height of 25 cm. over the 
site of injection. After varying periods of time the 
animals were sacrificed and microscopic studies were 
made at the site of the trauma. 

The findings led the authors to conclude that a 
trauma, even if it does not produce external mani- 
festations, influences the growth and progress of an 
infection by increasing the pathogenic virulence and 


the number of bacteria and preparing the culture 
medium for better growth of the organisms. ‘They 
were unable to determine the influence of trauma on 
the period of incubation. Joun H. Gartock, M.D. 


Gmelin, L.: The Importance of Slight Tissue In- 
juries for Metastases in Bacteriemia (Die 
Bedeutung geringfuegiger Gewebsverletzungen fuer 
die Metastasenbildung bei Bakteriaemie). Deutsche 
med. Wchnschr., 1933, li, 1788. 

In five cases of streptococcic bacteri#mia, metas- 
tases developed at sites of puncture, one of which 
was in the pleura, after the subsidence of a pneumo- 
coccic empyema. The most impressive case was that 
of a man who, seven days after the withdrawal of a 
blood specimen, developed a sore throat which was 
followed two days later by a streptococcic abscess 
and venous thrombosis at the site of puncture. 
Whereas the natural defense of healthy tissue pro- 
tects it from suppurative metastasis even in the 
severe bacteriemias of septic diseases, a slight tissue 
injury, such as a simple venepuncture, may suffi- 
ciently lower the local resistance to favor the occur- 
rence of metastasis. However, this rare complication 
can have no effect on our therapeutic decisions. 

SIEVERS (Z). 


Foshay, L.: Tularzemia Treated by a New Specific 
Antiserum. Am. J. M.Sc., 1934, clxxxvii, 235. 


As the incidence of diagnosed cases of tularemia 
is increasing the advent of a specific treatment is 
important. Although the disease has a mortality of 
about 5 per cent, its average duration is long and its 
This 


victims are incapacitated for many months. 
initial report on the therapeutic trial in fifteen cases 
of tularemia of a new specific antiserum prepared 
from a vaccinated goat is quite encouraging. In 
fourteen of the fifteen patients treated there was 


prompt amelioration of the symptoms, and the 
duration of the adenopathy, the period of disability, 
and the total duration of the disease were shortened. 
The one patient who was not benefited came for 
treatment in a moribund condition. 

In every instance the infection resulted from con- 
tact with wild rabbits and the diagnosis was con- 
firmed by an agglutination or an intradermal test 
or both. The beneficial effects of the treatment on 
the general symptoms and the local infection were 
noted within twenty-four hours after the intrave- 
nous administration of the serum. Painful ulcers 
and suppurating glands became less distressing, and 
by the end of a week healing was well under way. 
The temperature fell promptly, the swelling of the 
lymph nodes became markedly reduced, and the 
leucocyte count decreased. With few exceptions 
this is the general favorable trend of events, and it 
seems clear that the clinical course of tularemia is 
susceptible to favorable modification by specific 
therapy. 

The results of intradermal tests showed that the 
therapeutic properties of the antiserum are closely 
associated with, if not dependent upon, a desensi- 
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tizing action. The prompt and permanent beneficial 
effects are made possible by the rapid and complete 
induction of desensitization. In the cases reported 
the abrupt disappearance of the signs of the disease 
was, in fact, coincident with the establishment of 
desensitization. Maurice Meyers, M.D. 


ANZSTHESIA 


Desplas, B., and Chevillon, G.: Sodium Butyl-Ethyl 
Barbiturate, Sodium Soneryl, Given Intrave- 
nously as a Basal Anesthetic (A propos du 
butyl-€éthyl barbiturate de sodium, sonéryl sodique, 
intraveineux comme anesthésique de base). Bull. et 
mém. Soc. nat. de chir., 1934, |x, 519. 


Prompted by the recent literature on evipan so- 
dium, the authors present a report on soneryl sodium 
which they believe is far superior to evipan sodium as 
it permits long operative procedures with minimal 
danger of overdosage, a large margin of safety, mini- 
mal lowering of the body temperature, and only 
moderate acceleration of the pulse rate. While it 
causes a decrease in the depth of respiration, this is 
easily overcome by the administration of carbon di- 
oxide. The drop in the blood pressure of from 10 to 
4o mm. Hg may be avoided by the use of ephre- 
drin. No significant changes in renal or hepatic func- 
tion have been noted. 

In the usual technique, 0.3 gm. is given by mouth 
the evening before the operation. Half an hour be- 
fore the operation, 1 ctgm. per kilogram of body 
weight is administered intravenously in a 5 per cent 
solution. For patients weighing more than 45 kgm. 
the dosage is 1.25 ctgm. per kilogram. The solution 
is injected very slowly. The patient soon feels sleepy 
and anesthesia supervenes gradually. In most cases 
carbon dioxide is then administered to deepen the 
respiration. While for most of the longer operative 
procedures the soneryl sodium is supplemented with 
ether, the amount of ether used is one-half the 
amount usually required. In five cases, the soneryl 
sodium anesthesia was supplemented by regional 
anesthesia with excellent results. 

Altogether, soneryl sodium anesthesia has been 
used by the authors in eighty-seven cases, without 
untoward results. The operations included fifteen 
gynecological laparotomies, thirty-three gastric oper- 
ations, seven operations on the biliary tract, and two 
colectomies. Contra-indications have not been found 
unless hypotension is considered to render this type 
of anesthesia inadvisable. No deaths and no com- 
plications attributable to soneryl sodium have been 
recorded. The anesthesia is of short duration, but 
the patient remains in a drowsy state for about 
forty-eight hours. Wituram C. Beck, M.D. 


Quarella, B.: My Method of Inducing Spinal 
Anesthesia with Percain (Ma méthode de 
rachi-anesthésie 4 la percaine.) Presse méd., Par., 
1934, xlii, 187. 

The author describes his technique in the use of 
percain following a discussion of the disadvantages 
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of other spinal anesthetics. He states that because 
of the readiness with which the base precipitates in 
alkaline solutions a very careful technique is neces- 
sary. 

A preliminary injection of an ampoule of freshly 
prepared scopolamin-morphine is given an hour be- 
fore the operation. In the cases of young and vigor- 
ous subjects a dose of 1 c.cm. of 10 per cent mannite 
is given. A quarter of an hour before the operation 
I or 2 ampoules each containing 5 cgm. of ephedrin 
are given. Quarella emphasizes the importance of 
the injection ‘of scopolamin-morphine injection as 
some surgeons advise against the use of narcotics in 
spinal anesthesia. High spinal anesthesia always 
causes a marked fall in the blood pressure. This is 
the chief but practically the only danger of this 
method of inducing anasthesia. The scopolamin- 
morphine and the ephedrin prevent an excessive fall. 

From 1.4 to 2 c.cm. of 1:200 percain are aspirated 
into a syringe. The spinal puncture is made with the 
patient seated and his back bent as in this position it 
is easier to avoid injuring the nerve roots than when 
the patient is lying down. The puncture is generally 
made between the twelfth thoracic and the first 
lumbar or between the first and second lumbar ver- 
tebrx for high anesthesia, and in the third or fourth 
lumbar intervertebral space for low anesthesia. 
From 5 to 10 c.cm. of spinal fluid are evacuated, de- 
pending on the level of the anesthesia desired. From 
6 to 8 c.cm. of spinal fluid are aspirated into the 
syringe containing the anesthetic. As a rule 6 c.cm. 
are aspirated for 1.5 c.cm. of anesthetic and 8 c.cm. 
when 2 c.cm. of anesthetic are to be used for high 
anesthesia. The syringe is shaken or turned upside 
down to mix the fluids. The injection is made 
rather slowly, in from ten to twelve seconds. For 
high anesthesia the aspiration and injection may be 
repeated a second time to make sure of a perfect 
anesthesia, but this is not necessary if the patient is 
weak. The patient is immediately laid on the table 
in a slightly inclined position with his head elevated 
by a pillow. As a rule he is inclined from 10 to 15 
degrees for operations on the perineum or lower walls 
of the abdomen and from 20 to 25 degrees for opera- 
tions on the abdominal viscera. The inclined posi- 
tion prevents the anemia of the brain and medulla 
resulting from dilatation of the abdominal vessels. 
It is best to wait at least fifteen minutes before be- 
ginning the operation. This gives time for the blood 
pressure to rise. If the operation is begun sooner, 
the decrease in the pressure caused by opening the 
abdomen and traction on the viscera is added to 
that caused by the anesthetic and the results may 
be serious. 

After the operation the patient is kept for twenty- 
four hours in a slightly inclined position.. This is the 
best method of preventing postoperative headache. 

The author has used the method described in 
about 1,800 cases and has never been obliged to sup- 
plement it with the use of a general anesthetic. 
Vomiting has never occurred, and nausea has been 
rare. When nausea occurred it was usually during 
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traction on the viscera. Headache seems to be less 
frequent than with the use of other spinal anesthet- 
ics. Percaine appears to be distinctly superior to 
other spinal anesthetics for abdominal operations. 
Quarella compares his technique with that of 
Jones in which scopolamine and morphine are not 
given and spinal fluid is not aspirated into the anes- 
thetic, and points out the advantages of his method. 
Aubrey Goss MorcGan, M.D. 


Houdard, Judet, and Mathey: Epidural Anesthesia 
of the Dorsal, Lumbar, and Sacral Roots (Sur 
Vanesthésie épidural des racines dorsales, lombaires, 
et sacrées). Bull. et mém. Soc. nat. de chir., 1934, |x, 
510. 


The authors report their experiences with epidural 
anesthesia in twenty-five cases. The operations in- 
cluded seven for hernia, nine for appendicitis, one 
for thoracic empyema, and other major interven- 
tions. In all but one case, the anesthesia was satis- 
factory. In the one exception the solution was not 
injected into the epidural space. In two cases sup- 
plementary anesthesia was necessary because the 
amount of solution injected was insufficient. In a 
few, anesthesia occurred immediately, but as a rule 
it was first manifested after five minutes and reached 
its maximum intensity after twenty minutes. 

The equipment necessary is simple. It consists of 
a lumbar puncture needle with an extremely short 
bevel, and a simple U-shaped glass manometer con- 
nected to the hub of the needle by rubber tubing. 


The patient is placed in lateral decubitus and the 
needle inserted slowly into the space between the 
spinous processes. Great care must be exercised in 
traversing the ligamentum flavum lest the pressure 
force the needle through the dura. When the needle 
enters the extradural space it pushes the dura ahead 
of it and thereby creates a space of negative pressure 
which is manifested by the reaction of the manome- 
ter. When the needle enters the subdural space the 
pressure is definitely positive. Before the anesthetic 
solution is injected an attempt should be made to 
aspirate spinal fluid or blood through the cannula. 
As the amount of the anesthetic employed is approx- 
imately six times that used in the induction of spinal 
subdural anesthesia it would be a grave error to in- 
ject it into the subdural space. If the latter has been 
opened, it is advisable to give up this method for 
some other type of anesthesia. 

The epidural space is not a space in the true sense 
of the word. It is the area occupied by the extra- 
dural venous plexus, and rather loose areolar tissue. 
It starts in the lumbar area, where it attains a depth 
of almost 1 cm., and diminishes gradually as it 
reaches the cervical area, where the spinal dura be- 
comes adherent to the periosteum. 

In conclusion the authors warn against general 
adoption of this method of inducing anesthesia be- 
cause it is extremely delicate and is capable of 
producing serious damage if it is employed improp- 
erly by persons without experience. 

WitiiaM C. Beck, M.D. 
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ROENTGENOLOGY 


Neuhof, H.: Bronchography in Amplification of 
the Roentgen Film of Chronic Pulmonary 
Tuberculosis. Am. J. Roe itge iol., 1934, xxxi, 289. 


In chronic pulmonary tuberculosis the ordinary 
roentgenogram often fails to give the desired in- 
formation or is interpreted incorrectly. The use 
of opaque oil will aid in the localization of the 
cavities seen in the roentgenogram or may prove 
them to be dilated bronchi or bronchioles. It may 
be of aid in localization even when the oil fails to 
enter the cavity. In the determination of the degree 
of fibrosis and retraction, bronchography often 
proves of value by showing the size of the affected 
lobe. 

The two fundamental criteria of efficiency of 
mechanical treatment of pulmonary tuberculosis are 
collapse of the cavities and disappearance of tubercle 
bacilli from the sputum. By means of bronchogra- 
phy the collapsed cavities can frequently be dem- 
onstrated directly or by absence of the bronchial 
tree in the area of cavitation. The appearance of 
cavitation in the postoperative roentgenogram does 
not always represent uncollapsed cavities; in some 
cases it is due to dilated bronchi. 

E. E. Bartu, M.D. 


Murphy, J. E.: Bronchography, an Essential and 
Safe Adjunct in the Study of Pulmonary Tu- 
berculosis. Am. J. Roevtgenol., 1934, xxxi, 301. 


The author reports on sixty-five of ninety-nine 
cases of pulmonary tuberculosis which were studied 
with the roentgen rays following the intratracheal 
injection of lipiodol. Of fifty-six cases in which 
cavernous lesions were present, 66 per cent showed 
definite bronchial dilatation; 7 per cent, bronchial 
distortion without dilatation; and 2 per cent, a sug- 
gestion of bronchial dilatation. The incidence of 
bronchial dilatation was highest, 73 per cent, in the 
cases of mixed cavernous lesions; next highest, 60 
per cent, in cases of fibrocavernous lesions; and 25 
per cent in cases of caseocavernous lesions. 

In cases of infiltration the incidence of bronchial 
dilatation was 43 per cent. The infiltrated lesions 
associated with dilatation were all predominantly 
productive. 

In the cases of distortion of the bronchi without 
dilatation the distortion was associated with changes 
in the lobe volume and were probably due to fibrosis. 

In 80 per cent of the forty cases showing bronchi- 
ectasis the dilatation was limited to the upper lobe. 
In the remaining 20 per cent, two or more lobes were 
involved. Involvement of more than one lobe was 
as frequent in cases of caseocavernous lesions as in 
cases of fibrocavernous lesions. In an occasional case 


tuberculosis confined to one lower lobe was associated 
with bronchiectasis. 

In 25 per cent of the fifty-six cases of cavitation 
the cavities were penetrated by the lipiodol. 

A lower lobe retracted so that it was represented 
in the roentgenogram by a small triangular area of 
density in the cardiphrenic angle was observed in 
five (7 per cent) of the cases. Of these, four showed 
bronchial dilatation in the retracted lower lobe. 
Bronchiogenic spill-over of tuberculous infection was 
suggested or proved in four cases. In two cases the 
spread was from the contralateral lung. 

The method of examination described has the fol- 
lowing indications: 

1. The interpretation of the pathology of tuber- 

culosis: 

a. As bronchial dilatation is frequently pres- 
ent in tuberculosis and as its roentgeno- 
graphic manifestations may simulate 
those of parenchymal disease, its differ- 
entiation is often necessary to determine 
the treatment indicated. 

b. Baffling areas of density and rarefaction 
may be resolved into a logical part of the 
pathological picture. 

2. The surgery of tuberculosis. It permits the 
differentiation of parenchymal cavities from 
bronchial dilatations and, when collapse is 
to be practiced, the determination of the 
lung involved and accurate localization of 
the cavity. 

3. To explain productive cough with a negative 
sputum. 

The limitations of the method include difficulty in 
penetrating cavities with the lipiodol due to diseased 
and tortuous bronchi containing obstructing secre- 
tion. However, as secretion in healthy bronchi may 
prevent filling, mere failure of the bronchi to fill does 
not necessarily indicate bronchial disease. In some 
cases the amount of lipiodol used may be insufficient 
to penetrate the diseased area. 

Apparently slight dilatation of the bronchi in the 
inspiratory phase may be incorrectly interpreted as 
pathological when the expiratory phase may show 
the bronchial tree to be normal. 

According to Sicard and Forestier, the method is 
contra-indicated by: 

; 1. Acute pulmonary tuberculosis accompanied by 
ever. 

2. Debility rendering the extra exertion required 
by the examination inadvisable. 

3. Recent hemorrhage. In cases of recent hemor- 
rhage it is best to delay the examination for from 
eight to ten days. 

The iodine apparently does not exert a harmful 
effect on the course of the disease. While several 
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untoward results are cited, check-up roentgenograms 
made at varying intervals following the injection of 
the lipiodol revealed no progression of the lesions. 
From this study the author concludes that in the 
majority of sanatorium patients tuberculosis is a 
bronchopulmonary rather than a purely pulmonary 
disease. The bronchial element can be recognized 
only in bronchograms. Hence, for correct interpre- 
tation and treatment of the bronchopulmonary 
lesions it is essential to outline the bronchial tree. 
ApoLpH Hartunc, M.D. 


Potter, B. P.: Bronchography in Relation to the 
Pathology of Pulmonary Tuberculosis. Am. J. 
Roentgenol., 1934, Xxxi, 308. 


Bronchography may yield indisputable evidence 
of the nature of the pathological processes associated 
with tuberculosis of the lungs when the information 
furnished by the plain roentgenogram is insufficient. 
The study of a series of cases with its aid permitted 
classification of the cases into definite groups each 
presenting a problem in pathology which, unless 
correctly interpreted, would have placed both the 
physician and the patient decidedly at a disadvan- 
tage. 

In chronic fibro-ulcerative tuberculosis the inci- 
dence of bronchiectasis is high. If lesions of this type 
are interpreted in terms of parenchymal pathological 
changes alone, they may be incorrectly interpreted 
as fibro-ulcerative infiltration, honeycombed lobe, 
or the inclusion of normal parenchyma in a fibroid 
infiltration. Bronchography shows the pathological 
process to be primarily bronchial rather than paren- 
chymal, thereby accounting for the cough with a 
negative sputum. 

While the great majority of mani shadows are 
due to cavities, similar shadows may be produced by 
pleural pockets, encapsulated pneumothorax, and 
emphysematous blebs. Failure to demonstrate a 
fluid level within such a shadow with lipiodol does 
not signify absence of a cavity, but converse evi- 
dence proves the presence of cavitation and supplies 
information of the greatest importance for collapse 
therapy. 

By outlining the bronchial ramifications, bron- 
chography makes it possible to define the lobes of the 
lung and thereby determine the site of pathological 
lesions when other localizing signs are lacking or 
questionable. This is of importance when surgica\ 
intervention is contemplated. 

The differentiation between pleural and parenchy- 
mal disease may be difficult, and associated processes 
may obscure each other completely. Under such cir- 
cumstances bronchography may be of aid in the 
diagnosis and the determination of the treatment in- 
dicated. 

Bronchography may aid also in the differentiation 
between densities due to unaérated lung and similar 
densities due to other causes. It demonstrates densi- 
ties caused by an unaérated lung by revealing a lack 
of distribution of the oil beyond the main radicles of 
the bronchus supplying an involved lobe. 


RS) 


The author cites a number of cases of different 
types, giving the history briefly and showing the 
roentgen findings by means of plain roentgenograms 
and bronchograms. Apoten Hartunc, M.D. 


Levitt, W. M., Reynolds, R. J., Stebbing, G. F., 
Hernaman-Johnson, F., and Others: The 
Radiation Treatment of Neoplasm; with Spe- 
cial Reference to the Relative Values of Hard 
and Soft Rays. Brit. J. Radiol., 1934, vii, 129. 


LEvitT states that dosage is the all-important 
factor for good results in the irradiation treatment 
of malignant lesions, but that limitations are im- 
posed on dosage by the danger of causing irreparable 
damage to healthy tissues adjacent to the diseased 
tissues. He believes that in cases of deep lesions 
satisfactory results can be obtained only with hard 
penetrating irradiations. Even for superficial le- 
sions such rays are preferable because, as malignant 
conditions tend to infiltrate widely, all parts of them 
can be more adequately irradiated with smaller and 
safer doses than with soft irradiations. In common 
with others, he is of the opinion that hard roentgen 
rays have a greater selective action upon the ma- 
lignant cell. 

REyYNOLps believes that both roentgen rays of 
long wave length and those of short wave length 
have specific fields of usefulness. He has found that, 
in general, benign growths, semi-malignant condi- 
tions, sarcomata, and the mesoblastic type of ma- 
lignant new growths, especially those of the more 
highly specialized types, respond more readily to 
longer wave lengths than those of the carcinomatous 
type and in the order named. He recognizes that 
there are exceptions, and that similar results may 
be obtained with harder rays, but considers the use 
of the latter a more drastic form of treatment to be 
employed only when the less intense measures fail. 
He believes that in conditions requiring successive 
irradiations because of recurrences, there is an ad- 
vantage in gradually increasing the wave length 
used to obtain the desired results and compensate 
for a possible decreasing radiosensitivity. 

STEBBING states that while variation in intensity 
and dose splitting are of importance for successful 
results from irradiation, the greatest improvement 
in results is to be expected from the use of beams 
with a wave length shorter than that customarily 
employed for deep lesions. He bases this belief on 
the greater penetration and more selective action of 
such waves on malignant tumors. 

HERNAMAN-JOHNSON briefly reviews the changes 
which the irradiation treatment of neoplasms has 
undergone in theory and practice over a period of 
years as expressed by prominent radiologists. As 
the result of this review and his own experience his 
belief that irradiation owes its good effects only to 
direct action has steadily diminished and he has 
come to attach greater importance to indirect fac- 
tors. He believes that the relative value of roentgen 
rays of differing wave-lengths depends largely upon 
the relative skin and depth dosage. 
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WEBSTER expresses the opinion that the closer 
attention is paid to the r/min. intensity (the time of 
the applied doses), accurate measurement of the 
irradiation absorbed at the depth of the tissue, and 
all the other factors of tissue, volume, or body 
‘dose,’ the closer the biological effects of the long 
and the short wave-lengths approximate one another 
quantitatively. He cites experimental and clinical 
evidence in support of this belief. 

ROBERTS expresses the opinion that quality and 
quantity of irradiation are so intimately connected 
that failure to distinguish them has been responsi- 
ble for much confusion of thought. He states that 
mainly because of the impossibility of eliminating 
secondary irradiation under therapeutic conditions, 
no satisfactory proof has yet been advanced in sup- 
port of the view that different wave lengths have 
different effects or that different types of neoplasm 
respond to different wave lengths. He states that 
the chief consideration is the amount of irradiation 


indicated, and this depends on clinical experience. 
Neoplasms vary enormously in their response to 
irradiation, and the response of radiosensitive neo- 
plasms is directly proportional to the vigor with 
which the tumors are attacked. Since clinical and 
experimental data indicate that roentgen rays act 
lethally upon malignant cells, the aim should be to 
produce a maximum effect upon these cells with 
minimal damage to the normal cells. 

ROWDEN claims that absorption of the roentgen 
rays is necessary to produce a beneficial effect and 
therefore, at least in breast cancer, irradiation of 
comparatively low kilovoltage has advantages over 
short-wave therapy. 

Finzi reports that his results have improved since 
he has used voltages of 200 kv., and that experi- 
ments with voltages above this are promising. He 
considers adequate dosage essential not only for the 
growth itself but also for surrounding tissues where 
it is likely to spread. ApotpH Hartunc, M.D. 
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CLINICAL ENTITIES-—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Wilson, R. A., and Torrey, M. A.: The Effects of 
Alpha-Lobelin on Respiration. Am. J. Surg., 
1934, XXII, 426. 

Alpha-lobelin is obtained from lobelia inflata, a 
herb belonging to the nicotine group. It was first 
recognized in 1913 by Cutler, who employed it in the 
treatment of asthma. For many years lobelia inflata 
was used by the Indians as a substitute for tobacco. 
Its principal alkaloid is lobeline. In 1916, Weiland 
prepared a pure crystalline hydrochloric salt of this 
alkaloid. In addition to lobeline, lobelia inflata con- 
tains four other alkaloids. 

The authors report experimental work which they 
carried out on cats to determine whether the drug is 
a respiratory stimulant, to analyze the mechanical 
reaction to its use, to determine its toxicity, and to 
isolate its locus of action. The cats weighed about 
3 kgm. and were anesthetized with sodium amytal. 

From their findings the authors conclude that 
alpha-lobelin results in powerful respiratory stimula- 
tion in the anesthetized, non-asphyxiated laboratory 
animal and has an almost immediate effect when it is 
administered intravenously. It acts primarily on the 
respiratory center. It does this by lowering the 
threshold of this center, thereby increasing the abil- 
ity of this center to respond to existing carbon di- 
oxide tensions in the blood. Its action is compara- 
tively transient. Prolonged stimulation cannot be 
obtained with a single dose. The most efficient ac- 
tion with maximum safety is obtained with a dose 
not exceeding 3/20 gr. This dose produces the great- 
est increase of ventilation. The margins of safety in 
its use are wide. The mechanical reaction is wholly 
desirable within certain limits. Cessation of respira- 
tion from an overdose is due, not to paralysis or 
poisoning of the respiratory center, but to increased 
central sensitivity with over-stimulation of the cen- 
ter. Vomiting and other disturbances were not ob- 
served by the authors. The blood-pressure changes 
are not important except possibly in the presence of 
hemorrhage or pathological changes in the blood 
vessels. MANUEL E. LicuTENsTEIN, M.D. 


Hansman, F. S., and Wilson, F. H.: Calcium and 
Phosphorus Metabolism in Diseases of the 
Thyreoparathyroid Apparatus. I. Calcium, 
Phosphorus, and Total Metabolism in Hyper- 
thyroidism, and the Part Played by the Para- 
thyroid Glands. II. The Problem of the Mode 
of Action of Vitamin D. Med. J. Australia, 1934, 
i, 37, 81. 


The authors first discuss the work carried out by 
Aub and his associates at the Massachusetts General 


Hospital, Boston, on the effect of hyperthyroidism 
on calcium and phosphorus metabolism. In several 
cases of hyperthyroidism Aub and his associates 
found that there was a marked loss of calcium and 
phosphorus from the body. They attributed this 
loss to a specific effect on bone of the excess of the 
circulating thyroid hormone by means of which cal- 
cium was mobilized and excreted predominantly in 
the feces. Hansman and Wilson are not convinced 
that this conclusion was warranted by the evidence 
presented. From a careful study of the calcium and 
phosphorus metabolism in seven patients suffering 
from hyperthyroidism, they conclude that the ex- 
cessive mobilization and excretion of calcium and 
phosphorus which occurs in certain cases of hyper- 
thyroidism is due to an associated hyperparathy- 
roidism. Two patients who were suffering from 
hyperthyroidism with an associated hypoparathy- 
roidism were found to be in calcium and phosphorus 
equilibrium. 

Theauthors believe that although hyperthyroidism 
is frequently accompanied by a negative calcium and 
phosphorus balance, this is not invariably true. It is 
possible for calcium and phosphorus equilibrium or a 
positive calcium and phosphorus balance to be pres- 
ent. The authors are of the opinion that hyper- 
thyroidism per se has no specific effect on calcium 
and phosphorus metabolism. They were unable to 
confirm the observation of Aub and of Hunter that 
the excretion of the mobilized calcium occurs chiefly 
in the feces. 

In discussing the function of Vitamin D in the 
body and the interrelationship of Vitamin D and the 
parathyroid glands, Hansman and Wilson review 
the literature and refer specifically to the effect of 
Vitamin D on the calcium metabolism of normal and 
parathyroidectomized animals. In two patients suf- 
fering from hyperthyroidism with an associated 
hypoparathyroidism they studied the effects pro- 
duced on calcium and phosphorus metabolism by the 
administration of irradiated ergosterol. When the 
ergosterol was administered in adequate amounts, it 
was found to produce a definite elevation in the 
serum calcium and a decrease in the concentration of 
serum phosphorus together with marked improve- 
ment in the general condition. During the period of 
ergosterol administration there occurred a consider- 
able retention of both calcium and phosphorus. The 
authors conclude that the beneficial effect of Vitamin 
D in hypoparathyroidism is not due to better ab- 
sorption of calcium from the intestinal tract, changes 
in the serum level of calcium, inorganic phosphorus, 
or the CaXP product. They suggest that Vitamin D 
acts as a catalyst which renders calcium more avail- 
able for tissue metabolism. 

LEsTER R. Dracstept, M.D. 
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Donati, M.: Diabetes from the Surgical Point of 
View (Le probleme du diabete au point de vue chir- 
urgical). Lyon chir., 1934, XXXxi, 133. 

After reviewing the precautions that should be 
taken at operation on patients with clinical or sub- 
clinical diabetes, the author discusses at length the 
surgical treatment of diabetes itself. 

On the basis of experiments which showed that 
partial suprarenalectomy or denervation of the 
suprarenal glands increased the sugar tolerance of 
pancreatectomized animals, Donati performed a 
denervation of the left suprarenal of a man. The 
carbohydrate tolerance was markedly improved and 
for three years the patient enjoyed fair health even 
though dietary treatment was entirely neglected. 
The operation was done in 1929. Since then, other 
surgeons have performed unilateral and bilateral de- 
nervation with encouraging results. Hypertension 
is also influenced favorably by this procedure. 

Coeliac ganglionectomy, denervation of the liver, 
ligation of the pancreatic duct or of a part of the 
pancreas, ligation of the parotid ducts, and partial 
parathyroidectomy are discussed with a review of 
the literature. The clinical value of these operations 
has not yet been determined definitely. 

ALBERT F. DeGroat, M.D. 


Madison, F. W., and Squier, T. L.: The Etiology 
of Primary Granulocytopenia (Agranulocytic 
Angina). J. Am. M. Ass., 1934, cli, 755. 


Extensive search for an organism capable of pro- 
ducing the syndrome of primary granulocytopexnia 
has met with little success. Kracke has been able to 
reproduce the clinical picture accurately in experi- 
mental animals by the use of benzene, ortho-oxyben- 
zoic acid, and hydroquinone. Turley and Shoemaker 
have found that, in dogs, phenobarbital produces a 
marked reduction of the granulocytes. In the cases 
of human beings, exposure to benzene may cause a 
marked depression of the bone marrow with an es- 
pecially marked effect on the granulocytic centers, 
and primary granulocytopenia occasionally follows 
the administration of arsphenamine. Kracke found 
that eight of nine patients with primary granulocyto- 
penia seen by him had taken drugs of the coal-tar 
series prior to the onset of their illness. 

While observing a patient with primary granulo- 
cytopenia the authors noted a sudden unfavorable 
change in the granulocyte level which had been 
showing a satisfactory response. The granulocytes 
decreased abruptly, with a marked shift toward im- 
maturity, and the patient became more toxic. In- 
vestigation disclosed the fact that he had been given 
a sedative dose of a barbituric acid derivative the 
evening preceding the granulocyte decrease. It was 
later found that immediately preceding the onset of 
the illness he had taken allonal (allylisopropylbar- 
bituric acid) with amidopyrine and that for some 
time previously he had been in the habit of taking that 
drug frequently for restlessness and insomnia. An- 
other patient suffering from acute cholecystitis with 
a normal leucocyte response of 12,000 white cells, 
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10,000 of which were granulocytes, had had no treat- 
ment except rest, a restricted diet, and two allonal 
tablets each night for two weeks. At the end of that 
period she was found to have a typical picture of pri- 
mary granulocytopxnia with 1,200 white blood cells 
and complete absence of granulocytes in spite of re- 
covery from the cholecystitis. In each of the four- 
teen cases reviewed there was a definite history of the 
taking of amidopyrine in combination with a bar- 
bitrate or amidopyrine alone. In one case the pa- 
tient had taken amidopyrine in combination with 
other drugs immediately prior to the clinical discov- 
ery of the granulocytopenia. In the six cases in 
which amidopyrine alone or in combination with 
barbiturates was taken for the relief of pain or rest- 
lessness during or after the acute illness, the mortal- 
ity was oo per cent in spite of the fact that four of 
the patients recovered from the acute attack. In the 
eight other cases, in which the use of these drugs was 
prohibited, there were only two deaths, a mortality 
of 25 per cent, and in each of the fatal cases the 
granulocytopenia was so extreme when the diagno- 
sis was made that no bone-marrow response to stimu- 
lation was obtained. In all of the other cases in the 
group the patients recovered from the acute attack 
and are well after an interval varying from two years 
to three months. Five of these patients have had no 
recurrence. One patient has had three mild recur- 
rences, at least two of which are known to have 
followed the taking of amidopyrine. 

The author believes that amidopyrine alone or in 
combination with a barbiturate is capable of pro- 
ducing primary granulocytopenia in individuals 
who have developed a sensitivity to the drug and 
that this condition is the result of an allergic or ana- 
phylactoid drug reaction. Norman G. Parry, M.D. 


Lazarus-Barlow, P., and Chamberlain, L. P. B.: 
The Value of Human Blood Serum in Septi- 
ceemia. Lancet, 1934, CCxxvi, 503. 


A method of treating cases of septicemia or 
sapremia by the combined use of antiserum and 
fresh human serum or antiserum and whole blood is 
described. Twelve cases in which the method was 
used are recorded. In ten there was improvement, 
often marked, after the administration of the human 
serum, whereas in none was there improvement after 
the injection of antiserum. There were three deaths 
in the series. Whole blood should be at least as 
effective as human serum from the clinical point of 
view. The authors postulate a lack of complement 
in certain patients of the type treated. 

As a streptococcal antiserum the polyvalent and 
antiscarlatinal antisera were used in equal propor- 
tions on purely clinical grounds since blood cultures, 
when made, were negative. Fresh human serum 
was obtained by withdrawing approximately 50 
c.cm. of blood from the vein of a donor and centrif- 
ugalizing it‘as soon as clotting had occurred. The 
injection was made usually about half an hour after 
the withdrawal. In certain cases some of the serum 
was given intravenously—after it had been found 
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compatible with the patient’s red cells—and the 
remainder intramuscularly. In other cases the 
whole amount was given intramuscularly. The in- 
tramuscular injection of antiserum was given first. 
If improvement was not manifested within twenty- 
four hours by a fall in the temperature and pulse 
rate, an injection of fresh human serum was given. 
If further antiserum was considered necessary it was 
almost always given alone, and the human serum 
was administered twenty-four hours later. 
WALTER H. Napter, M.D. 


Bartsch, G. H.: Lipophage Granuloma Forma- 
tions, Especially of the Female Mammary 
Gland (Ueber lipophage Granulombildungen, im 
besonderen der weiblichen Brustdruese). Arch. f. 
klin. Chir., 1933, clxxviii, 62. 


Lipophage granulomata are granulation-tissue 
formations which may develop as sequele of focal 
necroses of the subcutaneous fatty tissue. The fat 
thereby liberated and saponified acts as a foreign 
body which sets up inactive changes in the form of a 
foreign-body granuloma. The causes of the develop- 
ment of these tumors are most frequently traumata, 
though not only mechanical but also chemical and 
physical influences come into play. 

The author reports his observations in seven cases 
of lipophage granuloma. In four of these the female 
mammary gland was involved and in one case each 
the upper and lower arm. In another case, the cause 
was traumatic injury of a lipoma. In addition, the 
author cites a lipophage granuloma of the female 
mammary gland which was examined only clinically. 
In the literature to date there are recorded seventy- 
two lipophage granuloma formations of the mam- 
mary gland, of which only 2 involved the male 
mammary gland. The female mammary gland is 
more readily accessible to mechanical influences. 
Because of their clinical manifestations, lipophage 
granulomata are not infrequently regarded as true 
or malignant tumors and treated accordingly. 

The majority of the tumors were found in women 
about fifty years of age. Clinically, these neoplasms 
present themselves as coarse, hard, and often even 
fluctuating nodules of various sizes, single or multi- 
ple, which are painless and, although in intimate re- 
lationship with the subjacent and overlying tissues, 
generally movable. The related lymphatic glands 
may be enlarged and hard on account of resorptive 
inflammation. When it is impossible to make a cor- 
rect diagnosis clinically, biopsy is indicated. The 
macroscopic findings are difficult to establish, where- 
as the microscopic findings are definite. 

Whether roentgen irradiation may cause lipo- 
phage granulomata is as yet uncertain, but the tu- 
mors have been observed to occur after diathermy 
and radium treatments. 

Lipophage granulomata in sites other than the 
breasts are easily confused with sarcomata. 

The name “‘lipophage granuloma” is better than 
the term “lipogranulomatosis subcutanea.”’ 

Ertcu Hempet (Z). 
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Butterworth, T., and Klauder, J. V.: Malignant 
Melanomata Arising in Moles. A Report of 
Fifty Cases. J. Am. M. Ass., 1934, cii, 739. 


The term “melanoma” is applied to any abnormal 
collection of melanin-pigmented cells wherever it is 
situated. Malignant melanomata include tumors of 
very different histological structure. The transition 
from a benign to a malignant melanoma may occur 
at any age. Malignant melanoma is essentially a 
disease of the white race. A relation of trauma to 
malignancy has not been proved. 

A clinical diagnosis of malignant melanoma is 
justified by an increase in the size and pigmentation 
of a mole associated with bleeding. Late additional 
evidence of this condition is enlargement of the re- 
gional lymph glands. Histological examination is, of 
course, conclusive. Biopsy is a dangerous procedure 
unless the whole lesion is removed. Metastasis may 
occur to any organ. 

The treatment of malignant melanoma is excision 
followed by high-voltage roentgen therapy applied 
to the site of the tumor and to the regional lymphat- 
ics. General metastasis is usually reported to occur 
about three years after the first symptoms of 
malignancy in the primary growth. Few patients 
survive longer than five years. 

Pigmented lesions of the skin are extremely com- 
mon, whereas malignant melanomata are uncommon. 
The routine removal of all pigmented lesions to 
prevent malignant melanoma is not practical. The 
color of the mole is no indication of potential malig- 
nancy. Cauterization of pigmented nevi is danger- 
ous as it may favor malignant degeneration. 

T. Frank Doucaty, M.D. 


Orticoni, A.: The Action of Cobra Venom in the 
Treatment of Pain and Tumors (A propos de 
Vaction du venin du cobra dans le traitement des 
algies et des tumeurs). Presse méd., Par., 1934, 
xlii, 112. 


The author discusses the treatment of intractable 
pain in cancer with cobra venom. The venom is 
used in quantities of 212, 5, 10, 15, and 20 or more 
mouse units. A mouse unit is the minimum quan- 
tity of the venom which will kill a 25-mgm. mouse 
in seven hundred and eight hours. The venom is 
given by hypodermic injection. 

Cobra venom is a neurotoxic substance which is 
believed to enter into combination with the phos- 
phates of the nerve cells without damaging the 
motor conductivity of the cells. After its adminis- 
tration over a period of days the pain for which it is 
given is greatly decreased and the patient is often 
able to get along without hypodermic injections of 
morphine even when he has long been accustomed 
to them. The venom does not act as quickly as 
morphine, but its effect is very much more pro- 
longed. It is given at intervals of three or four days 
and at a temperature not under 70 degrees. 

The author has used cobra venom in several 
cases. He reports a case in which it had an especially 
beneficial effect. Joun W. Epton, M.D. 
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Oberling, C., and Guérin, M.: Deficiency Osteitis 
in Hens Confined in Cages: Its Relationships 
to Fibrous Osteitis and Hypertrophy of the 
Parathyroids (Ostéites par carence chez les poules 
maintenues en cage, leurs rapports avec l’ostéite 
fibreuse et avec lhypertrophie des parathyroides). 
Ann. d’anat. path., 1934, Xi, 97. 

It has long been known that fowls kept in cages 
for varying lengths of time develop skeletal lesions, 
especially softening and deformity of the sternum, 
femora and tibia. Such changes were observed by 
the authors in forty hens which had been kept in 
cages for from three to twelve months in the course 
of experimental work on cancer. These hens showed, 
in addition, marked enlargement of the parathyroid 
glands. In an attempt to determine the nature of 
the bony lesions and the parathyroid changes and 
their causes forty more hens were placed in cages 
under similar conditions. As a rule the changes did 
not appear definitely until after from ten to twelve 
months, but occasionally they were noted after a 
much shorter interval. The bones became so soft 
that they could be easily cut, resembling in this re- 
spect demineralized bone. Not all of the bones in 
the body were equally affected, those in the lower 
extremities being sometimes very dense and hard. 
Microscopic examination usually disclosed intense 
congestion of the osseous tissue and engorgement of 
the periosteal vessels of an almost angiomatous 
character. Frequently there was almost no differ- 
ence between the compact and cancellous bone, the 
entire structure presenting a uniform spongy ap- 
pearance. As a rule the bones of the skull and ex- 
tremities were considerably thickened. In advanced 
cases, areas of the bone were transformed into a 
fibrous mass. Large cysts surrounded by a fibrous 
tissue wall and containing a serous or hemorrhagic 
fluid were occasionally found in the sternum, tibia, 
clavicle, and pelvic bones. 

The authors concluded that it is possible to divide 
the lesions on the basis of their histological appear- 
ance into two main groups: lesions resembling those 
seen in osteomalacia and rickets, and lesions resem- 
bling those of fibrous osteitis. In the development 
of the lesions of the osteomalacic-rachitic type there 
occurs first an intense vascular congestion in which 
the haversian canals become transformed into larger 
spaces so that the compact bone assumes a spongy 
appearance. This change results from a process of 
osteolysis. In the cancellous bone the osteolysis 
results in complete disappearance of the bony 
trabeculae. The vascular and connective tissue 
framework of the bone is little affected. The bone 
marrow remains active and normal in appearance. 
Occasionally there are formed new blood vessels 
which, burrowing into the bony substance, give the 
appearance of perforating canals which is so char- 
acteristic of osteomalacia and rickets. There is no 
evidence of osteogenesis, even at the site of spon- 
taneous fractures. Occasionally there is a marked 
production of osteoid tissue. If osteolysis predomi- 


nates, an atrophic osteomalacia results, whereas if 
the osteoid production is dominant a hyperplastic 
lesion appears. Both may be present at the same 
time. Sometimes there is a thickening of the epi- 
physeal cartilages and abnormalities at the lines of 
ossification similar to those in rickets. In the 
development of the lesions of the fibrous osteitis 
type there is excessive bone destruction due to over- 
activity of the osteoclasts and the bone becomes 
replaced in part or in whole by fibrous tissue. In 
these lesions also there is an excessive production of 
osteoid tissue. 

Both types of lesions, namely, those of osteo- 
malacia and rickets and those of fibrous osteitis, may 
occur in the same fowl. In practically all of the hens 
studied the parathyroid glands were enlarged to 
three to four times their normal size. When ex 
amined microscopically the gland was found to have 
a normal structure. The striated muscles showed 
characteristic degenerative changes which the 
authors believe were due to a basic disturbance of the 
calcium metabolism rather than mechanical or in- 
fectious factors. 

With regard to the etiology of the skeletal and 
muscle lesions and parathyroid hyperplasia, the 
authors conclude that the deficiency of mineral salts 
in the diet plays a very important réle. When ade- 
quate amounts of mineral salts were provided the 
typical bone lesions did not develop although a minor 
degree of osteoporosis and osteoid production oc- 
curred. Keeping the hens in the dark produced 
lesions resembling more those of osteomalacia than 
those of fibrous osteitis. However the authors are 
of the opinion that fibrous osteitis and osteomalacia 
represent only different aspects of one and the same 
disease. They believe that in osteomalacia the proc- 
ess is a vasculohumoral osteolysis, while in fibrous 
osteitis it is essentially a cellular reaction of the 
osseous mesenchyme. 

In discussing the relation of these chronic osteopa- 
thies to parathyroid hypertrophy the authors state 
that, contrary to the view generally held, they do 
not regard parathyroid hypertrophy and hyperfunc- 
tion as the initial incident. In their opinion the 
hypertrophy of the parathyroids is due to the dis- 
turbance of mineral metabolism produced by the 
withholding of calcium salts, and the skeletal changes 
are the result of the mobilization of osseous calcium 
caused by excessive parathyroid secretion due to the 
hypertrophy of the parathyroids. 

Lester R. Dracstept, M.D. 


Ssamarin, N. N.: The Surgery of the Parathyroid 


Glands (De la chirurgie des glandes parathy- 
roidiennes). Lyon chir., 1934, XXXi, 5. 


The author reports the results obtained in a large 
series of parathyroidectomies performed at the 
Metchnikoff Hospital in Leningrad. He states that 
various surgeons have claimed good results following 
parathyroidectomy in cases of von Recklinghausen’s 
disease, Paget’s disease, ankylosing arthritis, osteo- 
genesis imperfecta, progressive muscular atrophy, 
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scleroderma, spontaneous cheloid, arthritis defor- 
mans, osteosclerosis, and myositis ossificans. Al- 
though von Recklinghausen’s disease has been the 
condition most frequently treated by parathy- 
roidectomy, only one case was operated upon at the 
Metchnikoff Hospital. The patient claimed that he 
was benefited, but the bone lesions shown in the 
roentgenograms and the blood calcium were quite 
unaffected by the operation. In 116 cases of an- 
kylosing polyarthritis or spondylo-arthritis good 
results were claimed. However the author gives no 
detailed statistics with respect to these cases. He 
calls attention to the fact that fatal tetany is more 
likely to occur following parathyroidectomy for 
von Recklinghausen’s disease than following para- 
thyroidectomy for ankylosing arthritis. Tetany 


developed in none of the 116 cases of the latter 
condition operated upon at the Metchnikoff Hos 
pital. The author performed parathyroidectomy 
in 1 case of osteogenesis imperfecta, but as the 
patient was not followed up after operation no 
conclusion as to the efficacy of the treatment could 
be drawn. Of 3 patients with scleroderma who 
were subjected to partial parathyroidectomy, 2 were 
believed to have been considerably benefited. In 
the third, the disease was not affected by the opera 
tion. 

The author is of the opinion that good results 
may be obtained by parathyroidectomy in cases of 
progressive muscular atrophy, but not in spondylo- 
arthritis deformans, myositis ossificans, or osteo 
sclerosis. Lester R. Dracstept, M.D 
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